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ANTENATAL pathology presents no monster which, while preserving 
some semblance of the human form, deviates therefrom in stranger 
or more striking manner than the condition now under consideration. 
In figure 4, for instance, we see below two distorted legs, but no arms. 
Above the groins the head and trunk form a loose, shapeless sac, 
there is almost no indication of neck and shoulders. An irregular 
fissure stands for orbits and nasal fosse, there are no eyes and the 
mouth is an irregular aperture. The whole is a travesty of the 
human form and features, 


Monstrum horrendum, informe . . . , cut lumen ademptum. 


In the other specimen the head has been destroyed by craniotomy 
and there is some attempt at upper extremities, but otherwise it 
closely remembles the companion specimen. 

We take both these to be examples of the condition which has 
been called Elephantiasis Congenita Cystica. The best account of 
this will be found in Dr. Ballantyne’s work on Antenatal Pathology, 
chapter xvii, see also his previous work on The Diseases of the 
Fetus, chapter xiv., et seq. 

The following description will be more easily followed if we point 
out that the malformation in question depends on three conditions. 

1. Certain defects in the skeleton. These, however are not the 


* A Paper read at the Leedsand West Riding Medico-Chirurgical Society, Nov. 7, 1902. 
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essential thing. It is not as in spina bifida where the osseous defect 
causes the meningo-myelocele. The distorted contours depend upon 
disease of the soft parts. 

2. There is general anasarca of the body. 

3. The‘characteristic lesion consists in the formation of extensive; 
irregular cystic cavities in-the subcutaneous tissue. 

Case I. This fetus was presented to the medical school by Mr. 


Sykes, of Barnsley, who has: kindly: furnished some notes of the 
case. 


The mother, Mrs. K., aged 25, married 5 years, had two healthy 
children, then she had a miscarriage with a normal foetus. She then 
became pregnant for the 4th time and went to term. The abdomen was 
very large, and Mr. Sykes diagnosed a twin pregnancy by palpation. When 
labour came on the first child was expelled alive by natural efforts without 
difficulty. It was small but perfectly formed. The second child was not 
delivered until several hours later; the delay. was due to the fact that 
there was hydrocephalus. Finally the head was perforated and not less 
than three pints of fluid escaped. Delivery was then easily completed and 
the mother made a good recovery. 


Description of fetus. The head has been destroyed by cranio- 
tomy. The face cannot be found. The base of the skull and portions 
of the cranial bones and hairy scalp remain. The foetus is now about 
10 inches long. <A skiagram (fig. 1) was taken before dissection. 

The trunk presents an ill-shaped fleshy mass which yields fluctua- 
tion beneath the integument in various parts, especially on the back. 
An umbilical cord of normal appearance hangs from the navel. 
There is no differentiation of shoulders. The left hand has 3 digits. 
Together with the lower part of the forearm it projects from the in- 
tegument. By skiagram and by dissection it is easy to demonstrate 
that the scapula, clavicle, humerus and ulna of this side are present. 
The radius is wanting: The arm, as far as the elbow joint, is included 
in the general sac-like integument. On the right side no upper 
extremity appears externally. The clavicle, scapula, and part of the 
humerus are present however. The lower epiphysis of the humerus 
and: all the forearm are wanting. The legs are present and. are dis- 
torted by the swelling of the soft parts---the tibia and fibula are 
clearly seen in skiagram. There are three toes on each foot.. The 
genitals are female. The anus is normal. 

The foetus being laid prone a median incision was ‘made down the 
middle of the back. On raising the integument extensive cystic 
cavities were seen in the subcutaneous tissue, and from these’ serous 
fluid escaped. The whole of the skin of the back was undermined by 
these cavities. For purposes of photography the skin flaps were held 
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apart and the cavities were packed with black horsehair. The photo- 
graph in fig. 2 was then taken. There was no spina bifida. 

The monster was now placed on its back and a median incision 
was made from the upper end to the pubes (fig. 3). The two 
hypogastric arteries and the urachus were seen converging to the 
navel. The umbilical vein was not found. The abdomen was com- 
pletely: closed in by the diaphragm. The liver was absent. The 
intestinal canal commenced at the csophageal foramen in the 
diaphragm, and was much. convoluted, filling the abdomen. The 
stomach was not differentiated and there was little distinction between 
large and small bowel. The two oviducts and ovaries were well seen 
with remains of the Wolffian bodies, but the kidneys were not 
developed:and no spleen was found. The thorax was open anteriorly, 
a V-shaped cleft extending from the neck to the level of the seventh 
rib. Apparently a portion of the sternum is present on each side, 
forming the limbs of the V, and to this the rib-cartilages are attached. 
The sternal ends-of the clavicles are thus widely separated above. 

The thorax was empty, the heart and lungs being absent. The 
tongue is well formed, and above this the glottis and pharynx are 
seen, but the trachea and esophagus are represented by mere im- 
pervious fibrous bands. The specimen was decolorised and macer- 
ated from long immersion in spirit, and it was not possible to make 
a minute dissection or to demonstrate the relation of the great vessels. 

Case II. This specimen has been in the museum of the Leeds 
Medical School for an unknown period. No history has been pre- 
served, and we are not aware that any description of it has been 
previously published; a good photograph is shown in fig. 4. The 
head is uninjured. The arms are wanting. The fetus is not avail- 
able for dissection. Long immersion in spirit and suspension by the 
head have doubtless altered its appearance. It is a remarkable object, 
and except as regards the lower extremities and the umbilical cord, 
presents little resemblance to a human fetus. The head and trunk 
form a loose flaccid sac. A skiagram shows the vertebral column, 
pelvic bones, thigh and leg bones well developed; one femur 
is fractured. The feet seem well developed, and there are five toes 
on each foot. Traces of the ribs can be seen and certainly one 
clavicle, but the upper extremities are wanting. Unfortunately the 
skiagram yielded by this fetus is not sufficiently defined for repro- 
duction here. It closely resembled fig. 1, except as regards the arm. 
The genitals are female; anus absent. 

The face is extremely defective. It shows an irregular aperture 
for the mouth. The two orbits run into the nasal fosse on account 
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of the absence of the nasal process of the superior maxilla. The 
orbits are empty. The septum nasi and inferior turbinate bones are 
present. The ears are not found. 

This specimen is, we think, clearly of the same nature as Case 
No. i. Whether it is also acardiac cannot be stated in the absence 
of dissection; probably it is acardiac. 

I am indebted to Mr. R. W. Taylor, one of our students, for the 
photographs of Case i. and to Mr. Oliver, of the Infirmary, for that 
of Case ii. The skiagram is by Messrs. Reynolds and Branson. 

Summary. The first fetus may be described as an acardiac 
monster—a parasitic twin. It was affected with hydrocephalus and 
cystic elephantiasis and general dropsy. It had developmental 
defects in anterior thoracic wall and in extremities, with great defects 
in internal organs; heart, lungs, liver and spleen being absent; 
kidneys rudimentary, and alimentary canal imperfectly developed. 

The second had also cystic elephantiasis, absent upper extremities 
and rudimentary development of face and skull. History wanting. 
Internal dissection not made. 
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PUERPERAL INSANITY.* 


By ROBERT JONES, M.D., Resident Physician and Superintendent, 
London County Asylum, Claybury. 


Introduction. The reproductive process is one of the most funda- 
mental and imperative activities that operate in Nature. It includes 
most of the elementary excitations of which man is capable—the 
pleasure of possession, admiration, self esteem, reverence, certain 
sympathies and wants,—-and it involves also some of the most powerful, 
as well as the most compound, of the feelings and emotions. The 
reproductive process around which the whole scheme of existence 
hangs, and upon which it depends, is in certain constitutions— 
depending upon temperament and heredity—-apt to be disturbed, and 
when disturbance does take place either during fulfilment or after its 
immediate completion, it converts the most joyous time of life into 
one of fearful anxiety, and short of death itself no event is so great 
a shock to all concerned, for the parental instinct may be destroyed 
by disease and the strongest affection may turn to hatred and become 
a danger. 

Those who have studied the reproductive life of woman admit 
that gestation is attended with great nervous disturbance in many, 
and with some in all. In normal persons the sympathetic connection 
between the gravid uterus, the mamme, and other structures is so 
disturbed that various forms of neuralgia, severe headaches, dizziness, 
and insomnia occur, whereas in highly susceptible persons changes of 
disposition and character become so marked that this irritability, 
fractiousness, and despondency may amount to actual insanity; and 
although the reproductive period of life is less liable to insanity than 
any other, the dynamical changes in the nervous currents are so great 
that insanity actually does occur about once in every 700 confine- 
ments. 

General statistics. As to actual insanity during the reproductive 
life and connected with it, the report of the Lunacy Commissioners 
(1902) shows that among women of all ages, the yearly average 
number of admissions into asylums (for the five years 1896—1900 
inclusive) due to pregnancy, parturition, the puerperal state and 
lactation, bears the percentage of 64 in the private class and 8'1 in 
the poorer classes to the total yearly average of admissions from all 
causes. The proportion is somewhat higher among the poor during 

* Read at a Meeting of the Obstetrical Society of London, January 7th, 1903. 
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the period of lactation as might be expected, but during pregnancy 
and the puerperal period it is higher among the well-to-do. At 
Claybury the statistics correspond very closely with those of the 
Lunacy Commissioners’ report, the number due to the causes under 
consideration being about 7 per cent. of all occurring insanity, and 
10 per cent. of insanity occurring during the child-bearing period, 
1.e., between the ages of 15 and 45 years. 

The cases out of which my numbers are taken represent about 
3,500 female patients who were received into the Claybury Asylum 
during eight years after its opening. They exclude all those trans- 
ferred from other asylums, although in many instances the insanity 
was due to puerperal states, but I had no direct record of them. Out 
of the 3,500 admissions 259 cases were received suffering from in- 
sanity for whieh pregnancy, parturition, the puerperal state or 
lactation was assigned as a cause, a proportion of 7°4 per cent.;-and 
these are comprised as follows :—56 were from pregnancy (49 being 
delivered in Claybury) a proportion of 21°62 per cent.; 120 occurred 
during the puerperal period, a proportion of 46°33 per cent.; and 83 
were associated with lactation—-a proportion of 82°43 per cent.; 
yielding a ratio among these cases of 4 puerperal, 3 of lactation, and 
2 of pregnancy. During the year 1900 the births of London were 
given as 132,652, which yields an approximate ratio of one case of 
puerperal insanity admitted into an asylum for every 1,100 births. 
Other authorities speaking generally state that the ratio may vary 
from 1 in 400 to 1 in 700 births. 

Division of disease. As to the division of insanity for these 
periods, the classification which is customary is (1) that which occurs 
during pregnancy, (2) that from the date of parturition to six weeks 
after confinement, which in this paper we shall refer to technically as 
“puerperal” insanity and (3) insanity occurring during lactation, 
and dating from six weeks after confinement. This classification 
must not be taken as suggesting a type of insanity, and it is more 
convenient than accurate. 

The insanity of lactation is calculated to date six weeks after 
confinement, under the impression that involution of the uterus is 
then complete, although authorities differ upon this point, for some 
consider involution at this date to be only half complete, and not 
accomplished under three months. Moreover, the secretion of milk 
commences within the first few days of confinement in the majority 
of women, and is not infrequently accompanied with marked con- 
stitutional disturbanee, but the exhaustion and drain due to nursing 
is probably not evidenced until the process has gone on for some 
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time, and six weeks is generally agreed upon as the commencement 
of this period. 

As to the types of insanity corresponding to these periods, my 
experience leads me to conclude that there is no type associated 
either with pregnancy or lactation; but with parturition and the 
period immediately succeeding it, the insanity presents such a 
marked delirium with wildness and delusions of a hallucinatory 
character, in which religious and erotic features become so prominent 
that I recognise for this stage, an almost distinct nosological entity, 
a view I am bound to confess which is not supported by some high 
authorities. 

It would appear that in some cases marked mental disturbance . 
takes place during the period of gestation, not amounting to actual 
insanity but culminating in acute mania during the later puerperal 
period ; also that some mental alienation during the puerperal period, 
not amounting to insanity, may culminate in actual insanity during 
lactation. In regard to these I would desire to learn the experience 
of obstetric physicians. 

' Civil state, illegitimacy, primpare. As to the civil state only 
12 per cent. of the total 259 cases were single. The proportion is 
much higher, however, when these cases are divided into the different 
periods already named. In the insanity of pregnancy no less than 
25 per cent. were single women, whereas only 8 per cent. of the 
puerperal cases were single, and only 3 per cent. of the lactation 
cases, the latter probably owing to the fact that few single women 
are allowed to nurse their illegitimate offspring. In Scotland no 
less than 25 per cent. of all puerperal insanity is stated to occur 
among single women, but the incidence of illegitimacy varies greatly 
in different districts. In Middlesex and Essex which, among English 
counties, are the lowest, it is 29 illegitimate births per 1,000, a 
proportion of 1 illegitimate to 34 legitimate, or about 3 per cent., 
and as the-ratio in my cases is 12 per cent. this argues a considerably 
increased liability to insanity among single puerperal women. 

As to primpare, only among single women does insanity appear 
to occur with marked disproportion in first pregnancies, 25 per cent. 
of the cases of insanity of pregnancy occurred during the first 
pregnancy, and of these 78 per cent. occurred in single women. In 
puerperal cases the mental breakdown followed a first confinement 
in 33 per cent. of cases. One of my patients had suffered from an 
attack of insanity with each of her twelve children, and another with 
each of nine, both becoming subject to chronic incurable insanity at 
the climacteric. 
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In lactation cases the insanity did not most commonly follow a 
first confinement but appeared to be due to the strain of frequent 
pregnancies and the exhaustion of long continued suckling, in some 
cases prolonged to two years. It followed a third and later confine- 
ment rather than a first. 

Form of insanity and onset. As to the insanity of pregnancy the 
form of mental disorder was mostly of the depressed type, and the 
acute form of melancholia was more common than the acute form of 
mania. Some of the single women were weak-minded, with weakened, 
emotional inhibition, unable, therefore, to restrain their passions, 
and thus were more readily tempted, and they were of the type which 
is less likely to be helped, and more liable to neglect, disappointment 
and shame. Four were epileptics, two general paralytics, and two 
were congenital imbeciles. In the 56 cases--49 of whom were 
delivered in Claybury Asylum—-the onset occurred before the third 
month in 25 per cent., after the fifth month in 48 per cent., and after 
the sixth month in 34 per cent. In my experience the insanity of 
pregnancy occurs mainly towards the end of gestation, I have never 
heard of a case of insanity about the period of conception, but 
women have often referred to the mental changes which inform them 
that conception has taken place. I have not met with a case of 
temporary insanity during parturition, but the practice of obstetric 
physicians may supply my inexperience. If this condition occurs it 
may explain and mitigate tragedies which are occasionally reported. 
The onset was more often gradual than sudden in pregnancy cases. 
It has been stated that the insanity of pregnancy was more common 
when the sex of the child was male, but in 44 of my cases the sex of 
the child was ascertained, and the sexes were equally divided. 

Of the specially puerperal cases—and it is in this period that I 
recognise a special form of insanity—-more suffered from mania than 
melancholia. Out of the 120 cases only one was epileptic. The 
onset was sudden more often than gradual, and the gradual onset 
characterised the advent of melancholia twice as often as mania. It 
has been stated that the nearer the insanity is to the confinement in 
point of time, the more acute the symptoms, and this accords with 
my experience. 

Of the lactation cases a greater proportion suffered from the 
depressed than the exalted form of insanity. In these cases the 
onset was equally frequent between the second and third months of 
lactation and the first and second years, but as nursing after the first 
year is so exceedingly uncommon it must thus be highly prejudicial 
to the mental and bodily health of the mother, and what affects 
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unfavourably the health of the mother cannot but be injurious to 
the offspring. 

General symptoms and etiology. The symptoms of puerperal 
insanity in 40 per cent. of cases occurred within the first two weeks, 
and of these more than a third occurred during the first week. In 
some of these cases symptoms of unrest appeared on the second day, 
and one of my patients was brought under treatment on this day 
suffering from the most violent delirium, with sensori-motor 
disturbances. The almost universal early symptom of insanity in 
puerperal cases is loss of sleep. The progress of a case is described 
by those who have the care of the patient as, at first sleeplessness, 
then a feverish and anxious restlessness, a busy concern about trivial 
details, a distrust and suspiciousness and a readiness to take offence | 
when none is meant, an exacting irritability and a ready reaction to 
outward stimulus, culminating in wild and delirious excitement and 
mania. When sleeplessness and headache, followed by an indefinable 
feeling of apprehensiveness occurs in puerperal women with a 
hereditary nervous instability, any sudden unaccustomed stimulus, of 
however slight a nature, tends to, and may presage a mental break- 
down. It is for this reason that early attention should be given to 
sleepleness and headache. 

In puerperal cases the anxious expectancy of the latter months 
of pregnancy, followed by the subsequent exhaustion of parturition, 
causes the period immediately after delivery to be one of unusual 
anxiety, even for normal cases. It is a period pre-eminently 
impressionable to all the systems—the nervous circulatory, secretory 
and excretory-—and it is one in which disordered conduct appears to 
result, and to be of an intensity out of all proportion to the apparent 
stimulus. 

As to hallucinations of the senses in those under my care, those 
of hearing were six times as common as any other. But few had 
hallucinations of smell, touch, or taste. I have noticed in several 
instances when hallucinations of smell occur that delusions with 
suspicions of poisoning are apt to follow. Delusions as to place and 
surroundings are not uncommon, as are also those relating to personal 
identity ; the patient mistaking those about her—-and whom she may 
have never seen before—for relations or friends; she also fails to 
recognise her own identity or that of her infant. This condition has 
been described as acute hallucinatory insanity, and it resembles that 
occurring after certain toxins. This confusional state passes into an 
absolutely uncontrollable and restless violence, accompanied with 
profound physical exhaustion, in which the patient presents a 
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peculiar glaring, wild look, with a markedly anemic and generally 
sallow hue. In those greatly exhausted, an overpowering and 
persistent tendency to yawn has been noticed. The patient not 
infrequently develops marked antagonism to her ‘husband, erotic 
delusions appear, with immodest behaviour and: improper language— 
generally with rapid and inconsequent chatter and indecent 
suggestions. Marked sexual excitement with faulty habits, together 
with religious exaltation are more often met with in this form of 
insanity than any other. They appear in a person previously of pure 
and unblemished character, and this condition shocks and alarms 
everybody about her. As to the association of prurient language 
with sexual disturbances and religious exaltation, it must be 
remembered that love and religion are the ‘two most volcanic 
emotions to which the human organism is liable, and when the one is 
disturbed the vibrations naturally and readily extend to the other. 
The gibberish nonsense, erotic, immodest conduct and bad language, 
the evolutions of shameless indecency, accompanied with noisy | 
delirium and marked religious exaltation, with purposeless restless- 
ness, together with profound bodily exhaustion, characterise and sum 
up, if I may say so, the insanity of the puerperal period, and in this 
I am disposed to recognise a distinct type of insanity. 

In the insanity of pregnancy and lactation my experience leads 
me to conclude that there are no general symptoms characteristic 
of these stages. 

Suicidal attempts. Suicidal promptings were most common in 
the lactation cases, and occurred in nearly half the number. In‘ the 
insanity of pregnancy suicidal intent was noted in 41 per cent. of 
cases. In the post-puerperal cases it was only marked in 21 per cent. 

Infanticide. The tendency to injure the child was relatively more 
common in the lactation than in the puerperal cases, but several 
patients were described as careless and neglectful, and as having lost 
the natural affection for their offspring. 

Hysteria. It is interesting to note in many cases the previous 
record of hysteria, although the percentage of these is not high. 
The question may be asked whether hysteria in early life increases 
the possibility of a mental breakdown in the puerperium; for if so, 
the marriage of hysterical persons should be discouraged. It must 
be remembered, however, that to many girls marriage fulfils a 
natural expectation, and may lessen the possibility of a mental 
breakdown at the climacteric. To condemn these women therefore to 
a single life may be unnecessarily harsh and fail in its purpose, 
should they act upon the advice proffered to them in this direction— 
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which is more than doubtful. Most of the puerperal cases were 
described as cheerful, fewer among the lactation cases, and least 
among the pregnancy cases, whilst among the latter were most of those 
described as reserved. Introspection and brooding are not indica- 
tions of a well-balanced ‘mind. That mind is healthiest which re- 
ceives a constant stream of ingoing sensorial impressions, a depriva- 
tion of which means decay and disease. 


Hair, eyes and pupils. Brown. hair and grey eyes mostly pre- 
dominated, but these are the most common colouring among women 
in the United Kingdom. The pupils answered to the Argyll- 
Robertson reaction in the five cases of general paralysis. In only 
7 per cent. were the pupils noted to be markedly dilated, and equally 
in cases of mania and melancholia. It is stated to be a symptom of 
marked exhaustion, but it is by no means a constant one. 


Ages. The age of the greatest incidence to insanity was. between 
25 and 29 years inclusive, both for the insanity of pregnancy and 
that of the puerperal period, whereas the age of greatest incidence in 
lactation cases was between 30 and 34 years, a fact which supports 
the view that this latter form is closely related to exhaustion, and 
occurs most commonly immediately -after the best period of life, 
namely that under 30 years. Although some cases were under 20 
years of age, a certain number of patients suffering from insanity 
after the puerperium and during lactation occurred between the 
ages of 35 and 45 years, a fact which agrees with general experience 
and expectation, that when pregnancy and parturition occur beyond 
the age at which restoration and recuperation naturally and readily 
occur, the great outlay and exhaustion consequent thereon are more 
likely to yield to the breaking strain, but it is difficult to state upon 
which age-extreme of the re-productive life this is greater, and it is 
open to further inquiry. 


Heredity. Of the 259 cases nearly 50 per cent. had some here- 
ditary predisposition, either physical or mental, and this includes 
both direct and collateral insanity, epilepsy, suicide, intemperance, 
phthisis, etc., a higher proportion than is generally ascertained. In 
the puerperal cases heredity was more often direct-maternal than 
paternal, in the lactation cases it was direct-maternal twice as often 
as paternal. In the pregnancy cases there was no difference. 

Heredity was most marked among the pregnancy and puerperal 
cases, 7.e., where stress is most felt there the mental breakdown from 
a weakened inheritance is most likely to occur. It is upon the 
baneful influence of an evil heredity that attention should be con- 
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centrated, for it is impossible to qualify that great biological law 
according to which all beings endowed with life tend to repeat the 
elements and functions of their inherited organism in their descend- 
ants—a law which governs the subordinate no less than the dominant 
characteristics, and which involves internal and external structures 
with their physiological and psychological consequences. 

Prognosis and recovery. This form of insanity is considered by 
all authorities to be the most prone to recovery. As to the infants 
many of them failed to survive their births for long, and I consider 
that insanity is very unfavourable to the life of the offspring. As to 
prognosis in the different types, insanity occurring in early 
pregnancy is favourable, that in later gestation is apt to continue in 
an exaggerated degree until after confinement and during the puer- 
peral period, and may afterwards become chronic. Three of my 
56 cases were discharged recovered before confinement, although it 
is stated that the insanity of pregnancy rarely passes off before 
delivery. I am inclined to think that the strain during the last 
months of pregnancy and immediately before parturition is more 
likely to unbalance a mentally unstable woman than that attending 
the early stages of pregnancy. 

Most of the puerperal cases get rapidly well, but I have known 
several cases of acute mania on admission passing on to permanent 
dementia. When the onset is gradual and the form of insanity is 
melancholia, the termination is often dementia and chronic. 
Although contrary to the teaching of both Savage and Clouston, my 
experience of this form of insanity can recall numerous and frequent 
relapses, which I think more common than is generally believed. 
Insanity during lactation has the tendency (as in the puerperal form) 
to get rapidly well, but warning must be sounded against the risk of 
low forms of inflammatory diseases, indicating a general want of 
recuperative power and a low state of nutritive tone which not in- 
frequently make themselves manifest by a tendency to gangrene or 
phthisis, and indicating also the necessity for a stimulating and 
vigorous form of treatment. Of the 259 cases 102 had a sudden 
onset. Of these 68 recovered, a proportion of 66 per cent. Whereas 
in 155 cases had a gradual onset, and of these 81 recovered, a pro- 
portion of 52 per cent. Of those who are chronic or who have died, 
the majority had a gradual onset. The psychopathic taint is the 
chief element in the pathology and prognosis of insanity, and the 
whole question is the inherited durability of the neuron. Albi- 
munuria in puerperal insanity is not common; when it occurs the 
prognosis is grave. In one of my cases the convulsions only ceased 
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after the administration of chloroform. A return of menstruation is 
a satisfactory symptom. 

Savage states that from 75 to 80 per cent. of puerperal and 80 per 
cent. of lactational cases recover, adding that those suffering from 
puerperal insanity hardly ever recover completely under five months. 
Bevan Lewis quotes the recovery-rate at 80 per cent. My own 
statistics bear a like interpretation, as in the 120 puerperal cases 
88 recovered, a proportion of 73 per cent., and 13 died, 10 per cent. 
Of the 83 lactation cases, 49 recovered, a proportion of 60 per cent., 
and 14 died, a proportion of 16 per cent., whilst of the pregnancy 
cases, 56 in number, 27 recovered, a proportion of 8 per cent., and a 
death-rate of 21 per cent.—yielding a grand recovery-rate of 63 per 
cent., and a death proportion of over 15 per cent. in the 259 total 
cases. Of the recoveries, 43 per cent. occurred among the puerperal 
cases before the expiration of four months, and 31 per cent. before 
the expiration of three months. 

The death-rate is highest among the insanities of pregnancy and 
lowest among the puerperal cases. Most of the deaths among the 
lactation cases occurred after two years’ residence. The majority of 
deaths among the pregnancy cases eccurred also in those over two 
years’ residence, and they had become chronic; the majority (70 per 
cent.) of deaths among the puerperal cases occurred when these had 
been less than six months under treatment. 

Pathology. It is desirable, if possible, to distinguish the form of 
brain affection which is due to pregnancy and the puerperal period, 
including lactation from that which occurs independently of the 
bodily condition under consideration. 

The parturient state implies marked psychic and bodily trans- 
formations, and these are caused by the new uterine eccentric reflex 
and the active state of the reproductive organs. These changes 
during a first pregnancy—involving the arousal of maternal instincts 
for the first time-—cause an anatomical and physiological strain upon 
the organism which opens up channels in the nervous system hitherto 
undeveloped, and these channels are brought into fresh activity with 
each repeated gestation. A reflex process goes on which, although 
not directly dependent upon the higher nervous system, nevertheless 
profoundly reacts upon it, many phases of mental condition are 
experienced, and any unfavourable nervous accompaniment or 
development tends to be repeated at each successive similar crisis. 
It is known that when a gravid uterus is cut off from the cerebral 
centres by a complete accidental section of the cord, natural labour 
pains come on at full term if the pregnancy proceeds (Routh), also 
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the mammary glands enlarge and proceed to secretion, even when all 
the nerves entering the mamme have been divided. Absorption 
through the placental circulation (and probably also from the liquor 
amnii) of material necessary for the building up of embryonic and 
foetal structures, and the discharge of waste products from the fetus 
suggest considerable. alterations in the mother’s blood. Whether 
this means a change in the phosphorus-containing elements of the 
blood is uncertain (we know that the most vital and most highly 
vitalising cells and tissues of the body contain this element in some 
proportion) but certain blood changes that occur. during pregnancy, 
possibly involve a slightly toxeemic condition of the maternal blood 
which lasts for a considerable period. Some have compared this to a 
form of anemia, there being a material diminution both in the 
number of the red blood corpuscles and also in some forms of 
albumen, whereas an increase is said to take place in fibrin and 
extractives—-conditions which appear to favour the frequency of 
thrombotic affections. Some chemists have described a condition of 
peptonuria in association with pregnancy. From the:sallowness, the 
deposit of pigment, and, as some chemists-have stated, an increase in 
the co-efficiency of urotoxicity, it is possible that profound changes 
do occur in the maternal blood during gestation, which may, in part 
at any rate, account for the mental transformation incident to 
pregnancy. During the period of full development of the repro- 
ductive process-—a period which involves more or less retirement— 
many states of mental action and reaction occur. The vague fear 
and dread on the one hand and the eager expectations and exalted 
feelings on the other, may in the psychopath amount to actual in- 
sanity, and as Sir James Simpson stated, “the organ diseased gives 
a type to the insanity, so that with women suffering from affections 
of the generative organs, delusions would be more likely to be con- 
nected with sexual matters” as already referred to. 

The form of insanity which characterised the 56 cases referred 
to in my statistics was in the main acute depression or melancholia, 
which was more marked than its antithesis the acuteness of mania, 
possibly. owing:to the impending fear of danger and the apprehen- 
sions which a first pregnancy excited, and as might be expected, this 
was especially the case in the first pregnancies of single women. 

Bevan Lewis states that fundamentally distinct as the two mental 
states melancholia and mania would appear to be, the process of 
reduction is the same in both. What the nature of the process 
(whieh causes so great a transformation in the mind of the parturient 
woman) may be, is not definitely ascertained, and from the 12 deaths 





Robert: Jones:: Puerperal: Insanity. 119 


which took: place in those suffering from the insanity of pregnancy 
there was, apart from general paralysis in one case, nothing pointing 
to any definite cause of mental disorder peculiar to this period. 
There is in all cases of insanity a breaking strain at which the crisis 
occurs, and such is the tendency with some authorities to look upon 
mental disease as essentially bodily, that a mere reference to mental 
strain may here not be out of place. We know that in ordinary life. 
the perusal of a letter or the sudden communication of bad news may 
strike the stoutest to the ground; indeed the physical accompaniments 
of fear are too well known to require detailing. Fear may paralyse- 
and hope can instantaneously give soundness and vigour to the 
frame, as much as despair can affect the reverse. The shame and 
wrong of an illegitimate pregnancy must exercise a considerable - 
influence as a moral factor in the production of insanity, and my 
statistics support this view. 

The relation of general paralysis to puerperal insanity I consider 
to be accidental, for the disease had been in existence for a consider- 
able time previous to pregnancy; in one case which lasted five years, 
general paralysis was known to have lasted over 2} years before 
admission. During pregnancy one such patient was liable to general 
or hemiplegic seizures and alternating periods of albuminuria, and 
consequent regression of mental and. physical symptoms, yet no pre- 
mature confinement took place in these cases of general. paralysis. 
When parturition is over, and the acute additional stress following 
this stage has passed, the general paralysis appears to make a slower 
progress. 

Immediately after confinement the morbid and effete material, 
which is taken into the maternal circulation during early. uterine 
involution, must tend to produce in the predisposed, a profound 
irritation of the nervous system, and especially so should secretion 
and excretion be. modified by interference, chemical or bacterial, 
with the normal functions of the venous, lymphatic, and other excre- 
tory organs. It is in the early stage of the puerperal period in 
neurotic women with an inherited tendency, that the most violent 
delirium.occurs. This period, in the lying-in woman, is of all others 
the stage of septic infection, when saprophytic bacilli gain entrance 
into the blood, and either themselves multiply in the blood, giving 
rise to a.general septicemia and pyemia, or produce general toxemia 
through. the formation of poisonous chemical substances. Whether 
saprophytic bacilli have pathogenic potency possibly: depends upon 
the vital resistance of the blood and tissues; there are cases in which 
the resistance is so slight owing to an unstable nervous system, that 
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toxic products and these alone may cause maniacal delirium, and the 
symptoms appear to favour this view. The delirium comes and goes. 
The stimulus of a voluntary effort or other efferent stimulus is 
sufficient to regulate conduct for a short time, but the mental con- 
fusion and delirium reappear. 

The foul, dry and coated tongue, the sordes on lips and teeth, the 
loaded bowels, scanty concentrated urine, and the dry skin, point to 
an accumulation of nitrogenous and other toxic products in the 
blood. The chemistry of vital activity is not at present, however, 
sufficiently complete to state with definite accuracy, the form and 
nature of the various basic substances containing nitrogen, which, in 
chemical constitution, resemble the vegetable alkaloids and which act 
as toxins. The identification and isolation of some of these ptomaines 
from putrefying material, and from the cultures of bacteria con- 
cerned in putrefaction, have been accomplished by some chemists, 
and some of these are demonstrated to be toxic in very minute doses, 
but others are non-toxic. 

Arnold investigated the bacteriological condition of the lochia 
in puerperal women by inserting a sterilized tube into the uterus, 
withdrawing some of the contents and making cultures, with the 
result that whilst in some, streptococci, staphylococci, anrobic 
bacteria, and various bacilli have been identified and pure cultures 
obtained; in others, no bacteria were found. The indications from 
these researches would point to treatment by appropriate antitoxins. 
Dr. Mott has examined the blood of some cases of puerperal mania, 
and made cultures, but with negative results as to micro-organisms. 
Other observers have found streptococci, staphylococci, and the 
bacillus coli communis. It is uncertain and improbable that all 
forms of puerperal insanity are due to the presence of bacterial 
poison, although unquestionably some are of septic origin, the sudden 
and violent symptoms favouring the theory of septic absorption, but 
an elevation of temperature usually accompanies septic infection, 
and some of the cases although received from the second day after 
confinement, had no fever, the temperature remaining normal 
throughout an acute delirium lasting for several days. The tem- 
perature in most of the puerperal and lactation cases was taken on 
admission and often afterwards, and it was exceptional for it to be 
raised above 1 to 3 degrees beyond normal. If these cases are toxic, 
how is it that insanity occurs most often after the first confinement ? 
There is no doubt, however, judging from the analogy of poisons and 
of alcohol, that some of these cases are toxic and that morbid 
material—animal, vegetable or mineral—circulating in the blood is 
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able to cause disordered energy in the cerebral cortex with con- 
sequent mental aberration. If the uterine surface be not at fault 
other toxic influences are found in the uremia or other hemic states. 

With regard to lactation insanity, the great drain upon the 
mother who, from inability to act otherwise in the lower classes, is 
often obliged to nurse her young for long periods, and who also from 
the fear of another pregnancy, continues this for many months 
beyond what is necessary (in some of my cases even for two years), 
entails acute bodily exhaustion, and to this loss of albumen her 
mental breakdown must in great part be attributed. Statistics of 
insanity in the rich and poor during this period support this view, 
as also does the prevalence of pneumonia with gangrene of the lungs 
and phthisis, the latter causing about 24 per cent. of deaths in this. 
class. Impoverished blood supply, uterine sub-involution, and a 
general cachectic condition accompanied this form of insanity in 
many of my cases. As to the association of this class with general 
paralysis, only one case occurred among 83 cases. This patient had 
seizures five months after confinement, and she was in addition the 
mother of five children. It is not improbable that the exhaustion of 
lactation may have precipitated what might otherwise have been 
further delayed. 

Treatment. No greater truism has been uttered than that when 
Gooch stated that no medicinal agents can relieve a disordered mind 
except indirectly through the disorder of the body with which it is 
connected, and this disorder of the body must therefore be ascertained 
and discriminated. 

The treatment of disorders during this physiological period must 
depend upon whether the stage be that (1) of pregnancy, or (2) child- 
birth, or (3) after confinement. And first as to pregnancy; out of 
56 cases whose insanity occurred during pregnancy, 49 were delivered 
in the asylum, 47 at full term. It has been recommended by some 
authorities that, if the onset of insanity be early in pregnancy, 
abortion should be procured. Unless this treatment be adopted for 
convulsions or uncontrollable vomiting, I fear that it has but little to 
recommend it. The symptoms of many suffering from this form of 
insanity pass off either towards the end of pregnancy or soon after 
confinement, whereas the chances are remote of operating success- 
fully upon a patient who is not quite capable of assisting her own 
aseptic treatment but, on the contrary, may add further risks to it 
owing to her unsatisfactory mental condition. These disabilities 
appear to me to be strong contra-indications to premature delivery as 


an attempt to cure the insanity. In fact, when labour took place, the 
9 
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patients were often described as stubborn and resistive, and not at 
all inclined to assist themselves. On the other hand, there is an end 
to anxiety as to the future of the child if it survived, but this does not 
concern us. The great outbursts of excitement which are not in- 
frequent symptoms of this variety, the marked fits of depression and 
fear, culminating in suicidal attempts, require the most constant 
vigilance on the part of those around her, and in private practice 
the great question of home or special hospital treatment becomes of 
paramount importance. The dislike and mistrust shown by the wife 
towards her husband, coupled with the general tolerance of trifling 
mental deviations and discontent at these times, and the feeling of 
repugnance against putting pregnant women away, make it difficult, 
if not impossible, for the husband to do so, and she is, in consequence, 
nursed by her friends. On the other hand, the indifference to her 
children and their possible danger at her hands, and the heedless 
regards of the home ties, may make it necessary to remove her to the 
asylum. The impulses to suicide and homicide are not infrequently 
aggravated by the presence of friends, whereas the regular routine 
of asylum life favours regular processes of thought and reflective 
action which are the first indications of recovery. Asylum treatment 
also often renders unnecessary the excessive and damaging use of 
narcotics, calmatives and restraints which must be used to prevent 
the noise and destructiveness of patients in their own homes, and it 
* rids the patient for the time of the family relations who, almost 
invariably, have a prejudicial effect upon her. The question of 
treatment most often resolves itself into one of means. Personally, 
I would hesitate to send the well-to-do pregnant woman from a home, 
when she can obtain all the advantages of asylum care, impossible in 
the case of a poor patient. 

The general treatment is that of the parturient female—a light 
dietary, general exercise, bright surroundings, attention to the 
bowels by saline aperients, and sleep by mild hypnotics, the best of 
which are chloral and bromide in combination. Complications 
which may arise, such as eclampsia, placenta previa, etc., must be 
dealt with after the methods and upon the principle of obstetric 
practice. 

Insanity occurring after the puerperium needs more special treat- 
ment, both general and local. This is the form most prone to 
recovery and well-to-do women, if suffering from the first attack, 
should not be sent away from home within the first six weeks of the 
onset of symptoms. At the same time, this is one of the most difficult 
forms to deal with. It involves great expense and owing to the 
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emotional disturbance and the tendency to infanticide and suicide is 
a very serious responsibility. As in the insanity of pregnancy, the 
presence of the husband is not only very undesirable but is often the 
exciting cause of erotic delusions and impulses. It will, on the other 
hand, be an intense relief to the family to avoid the stigma of an 
asylum when this is possible, and the gratitude of patients, upon 
recovery from this form of insanity, for everything that has been 
done for them—and they require vigorous treatment—is in marked 
contrast to the recovery from any other form. Moreover, to the 
mother herself it will be an equally intense relief, as Savage states, 


ee ’ 


to think she has only been suffering from “ fever” and not brain 
disease, and it will help her to go through subsequent confinements 
without a mental breakdown if she can be treated at home and not. 
wet pack” has 


been used successfully and is recommended by several authorities, 


“ec 


in an asylum. For the mania of this disease the 


but I have had no experience of its use. I have used continuous 
immersions with water at 100, but had to give it up owing to the 
struggling. I have had satisfactory experience of the electric bath 
treatment when cases have appeared to become chronic and stuporous 
or indifferent to their surroundings. Although the insanity of child- 
birth is impulsive, wild, violent and noisy, it is a busy delirium not 
of a sthenic character, and treatment of too antiphlogistic a kind is 
undesirable. Most of my patients had undergone the most severe 
bodily strain, for, in addition to the puerperium, they also had the 
sare, responsibility and management of a home under peculiar 
difficulties. I know of no form of insanity which so well repays 
generous treatment, and the free administration of liquid, easily 
assimilable nourishment, is a necessity. Indeed the essence of treat- 
ment may be summed up in “ compulsory super-alimentation.” The 
great danger in these cases is starvation, and the crux of treatment 
is decisive feeding. Refusal of food is the most serious symptom in 
all cases of puerperal insanity, and must be combated, at all cost, as, 
when bodily improvement occurs in puerperal insanity, it is very 
frequently the forerunner of mental recovery. Food should be given 
during every quiet interval and at each opportunity, as the exhaustion 
from this form of acute delirious mania is intense. It is for these 
eases that alcoholic stimulants appear to me to be absolutely 
necessary, although I have seen cases of lactation insanity actually 
occur through their misuse. Cases are reported in which, within a 
week or so of admission into the asylum, puerperal women have 
developed gangrene of the extremities, necessitating amputation ; 
and, although it is open to critical suggestion that this is a proof of 
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septic or bacterial origin, I have not met with this gangrene of the 
limbs in any of the 259 cases under review, although I have met with 
cases in which, when pneumonia occurred, the hepatized lung has 
failed to undergo resolution, and rapid phthisis has resulted. I often 
(probably in more than 26 per cent.) use the nasal feeding tube for 
puerperal and lactation cases. Eggs, beef-tea, milk and malt liquor, 
malt extract and cod-liver oil are pressed upon the patient, who, 
during puerperal mania, can bear free doses of calomel, podophyllin, 
jalop or croton oil, not only once but frequently repeated. Sleep 
must be obtained, and for this opium and morphine are both un- 
suitable, the former is contra-indicated owing to its effect upon the 
secretions and also owing to its stimulating effect on the nervous and 
circulatory organs; the latter is uncertain and, when sleep is obtained 
by its use, it is apt to proceed too far. Sulphonal is useful when 
there is much motor excitement. Paraldehyde is satisfactory, but 
more so are chloral and bromide in combination. It is important to 
relieve headaches which often accompany sleeplessness, and for this 
I have successfully used antipyrin and potassium bromide. It is 
especially during the early puerperal period that care should be 
rigidly exercised to avoid sudden excitement, to procure sleep, and to 
sustain the organism in a healthy nutritive state during the period of 
restoration. Iron, strychnine, and digitalis, I have used during the 
later stages of involution, and the great change from a cachectic 
waxy pallor to natural colour, is rapidly apparent when iron is 
tolerated. A return of the menses may be looked upon as a fore- 
runner of permanent mental improvement, and means to encourage 
this should not be omitted. 


Before recovery is complete, I have, as already stated, frequently 
noticed relapses and a return of mental confusion after apparent 
convalescence. This pathological periodicity appears to be the 
equivalent of the physiological periodicity occurring in normal, 
sexual and reproductive life. 


At times, after prolonged mania, a dull listless condition of semi- 
stupor is developed which requires a special effort to overcome. I 
believe it is at this stage that a change from the asylum to home 
surroundings may prove beneficial; or, if the patient is treated at 
home, a change from home is attended with marked improvement. 
If this be neglected, an incurable dementia may set in and become 
fixed. One cannot insist too strongly upon a return to home life in 
these asylum or hospital cases. As to local treatment, vaginal 
douches of boracie lotion, Condy’s fluid solution, and carbolie acid 
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have been used in many of my cases, and the latter appears to soothe 
also, as some patients have asked to continue the carbolic douches. 

In many cases where an offensive discharge occurs and the 
temperature points to the retention of membrane or clot, it is 
necessary to dilate the cervix under an anesthetic and “ curette” 
the endometrium. In one case, this was successfully done. In 
another, confined before admission, sudden hemorrhage occurred 
about the seventh week after child-birth and recurred twice. The 
vagina was packed with ice and normal saline solution injected into 
the rectum. 

In two cases, I have used the antistreptococcus serum, but beyond 
the slight reaction evidenced by elevation of temperature, which may 
have been due to the fear on her part that some harm was being done 
to her, no good resulted. Thyroid extract has been tried in several 
cases. Marked physical reaction resulted but no mental benefit 
accrued, and the cases became chronic. 

The breasts need special attention. Glycerine extract of bella- 
donna has been used, as also strapping, and in some cases abscesses 
formed which had to be dealt with. 

I have already referred to the prevention of this form of insanity 
by discountenancing the marriage of hysterical and neurotic persons, 
and upon this I should like further information from the practice and 
experience of others. 

I conclude by expressing my firm belief that insanity is, and ever 
will be, the product of two factors, stress and heredity. We are 
living in an age in which the requirements of modern life involve an 
increasingly heavy and severe strain. The greater the inherited vital 
resistance, the greater will be the strain required to overcome it. 
Our duty is to raise this resistance by promoting the development of 
a healthier and more vigorous race, and thus render growth more 
perfect and death more remote. 





Journal of Obstetrics and Gynaecology 


A CASE OF FUNDAL FIBROID POLYP AND 
INVERSION OF THE UTERUS.* 


By H. BRIGGS, M.B., F.R.CS., Professor of Midwifery and 
Gynecology, University College, Liverpool. 


(Clinical Notes by Dr. Grrtrupr B. Hvtrtoy). 


A winow, Mrs. P., aged 61 years, physically a big woman, in earlier 
life robust, first consulted Dr. Hutchinson, of Widnes, on January 
8th, 1902, because of her greatly reduced health, continuous hemorr- 
hage, and occasional pains. For two years she had been aware of a 
lump protruding at the vulva, also of a feetid discharge. For twenty 
years there had been hemorrhage, and once, seven years ago, the 
hemorrhage had been severe. During Dr. Hutchinson’s earlier 
visits she was unwilling to submit to a complete examination, but, 
after a few weeks’ delay, she consented to be removed to the Widnes 
Cottage Hospital, where Dr. Briggs was asked to examine her on the 
27th of February, 1902. 

The uterus was found completely inverted, and in numerous small 
patches softly adherent to the walls of the vagina. The polyp, 
partially protruding at the vulva, resembled in shape a small door- 
knob, it was centrally attached by a short pedicle to the inverted 
fundus. The boss of the polyp measured two inches and the pedicle 
? inch in diameter, the former presented an irregular sloughly 
surface. 

The previous history of the patient was remarkable, firstly as to 
the number of her pregnancies—she had borne twelve children and 
had had two abortions,-—and secondly as, throughout the long period 
of the twenty-years’ hemorrhage, since the birth of her last child, 
she had not sought any medical advice. The progress and duration 
of the inversion were unknown. 

On March the 4th, Dr. Briggs, assisted by Dr. Hutchinson and 
Dr. Mary B. Davies, Dr. Hutton giving the anesthetic, removed the 
inverted uterus and the attached polyp by vaginal hysterectomy. 
The attempt at asepsis by enveloping the inverted uterus and the 
polyp in sterilised gauze may have lessened the subsequent fever (the 
temperature from the 2nd to the 5th day, only once reached 101° 
with, throughout, a steady pulse rate of 90). 


*Read at the North of England Obstetrical and Gynecological Society, 
December 19th, 1902. 





Inversion of Uterus and Polyp Growing from Fundus Uteri. 
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The only hemorrhage worthy of note, and that was moderately 
free, occurred during the handling of the inverted uterus and polyp. 
After the circumcision around the cervix of the vaginal superficial 
tissues, all deeper tissues and vessels were ligatured prior to their 
division. The vaginal roof was closed with the exception of a small 
central portion. All ligatures and sutures were of catgut. A small 
tampon of cyanide gauze was placed within the vagina. 

The specimen, one of tumour inversion, is admirably represented 
from the photograph (fig. 1), for which my thanks are due to Dr. 
J. Effie Prowse, the Ethel Boyce Scholar in Obstetrical and 
Gynecological Pathology, University College, Liverpool. 

Within the inverted cup of the uterus only the innermost portions _ 
of the broad ligaments remained. The ovaries and the greater por- 
tions of the Fallopian tubes remained above the inversion; they were 
normal and lay above the operation wound. 
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A CASE OF OVARIOTOMY, FOLLOWED BY 
INTESTINAL OBSTRUCTION AND OBSTRUC- 
TION OF BOTH URETERS; RECOVERY. 


| By T. B. GRIMSDALE, B.A., M.B. (Cantab.), Hon. Gynecological 
Surgeon, Liverpool Royal Infirmary. 


Tuts case is so long and complicated that I propose to make a short 
summary of it, giving only its main features, but by doing so I am 
conscious of the fact that I am putting an interpretation on to 
various facts that may not commend itself to everyone and may not 
be correct. The importance of the full notes taken from day to day 
is great but their narration is extremely tedious. 

Miss C. C., aged 40, was admitted to the Royal Infirmary, Feb. 
18th, 1902. She looked well, and had enjoyed good health previously. 
She managed a home for girls. For the last 12 months she had com- 
plained of headaches and sickness (indigestion), and abdominal 
swelling. About two years ago she had a severe accident, being 
knocked down by a bicycle, her shoulder was dislocated and she 
received some abdominal injury, which caused her much pain and 
necessitated three months’ confinement to bed. From this she 
entirely recovered and was able to resume her duties. 

Examination of the abdomen disclosed a tumour occupying the 
whole of the lower abdomen and reaching about two inches above the 
umbilicus. The tumour permitted of very little movement, it was 
evidently cystic. 

Per Vaginam. The uterus was displaced upwards and a swelling 
was felt, occupying the pelvis and reaching up into the abdomen. 

February 21st, 1902. The abdomen was opened in the middle 
line. There was a large cystic tumour of the left ovary and a smaller 
one of the right ovary. There were many dense adhesions deep in 
the pelvis and some adhesions to the intestines. The tumours were 
removed with difficulty and the wound closed. The patient rallied 
well from the operation and passed a good night. For the next four 
days there was very little to complain of, but she did not 
progress really well. Her bowels acted on the second day. The 
abdomen was quite flat, and she passed plenty of urine, but each 
evening her temperature rose to 100°F., and the pulse was about 96. 

February 28th. At the end of the first week the temperature 
became normal. The pulse was rather slower. The bowels had acted 
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every second day, but she had been slightly sick once or twice and 
had not taken her food very well; she was still taking fluid diet and 
was not advancing towards ordinary diet. Urine was passed in full 
amount. 

During the next few days, March 2nd—6th, the patient began to 
emaciate and complained of pain in the left iliac region. The 
temperature again rose to 100° or 101° F. The pulse increased in 
frequency to 100, and there was some distension of the abdomen, 
which increased, although the bowels acted every second day until 
March 4th, after which they acted very frequently but slightly, and 
some slime was passed per rectum. No swelling could be detected 
per vaginam. 

On March 7th the patient twice vomited during the night some | 
“greenish mucoid material.” There was more distension of the 
abdomen, and some coils of intestine could be made out showing 
marked peristalsis. Patient had passed flatus, but looked very ill. 
Pulse 112; temperature 98° F. 

The same day the abdomen was re-opened and in the pelvis some 
collapsed coils of intestine were found. On following these down to 
the left side of the sacrum some adhesions were separated, and some 
muco-purulent fluid, with some blood clot, was set free. This had 
a peculiar but not offensive smell; it was mopped out and a glass 
drainage tube inserted. This operation caused immediate relief of 
her symptoms; the temperature dropping to normal and the pulse 
to 88. A good deal of mucus came away through the drainage tube. 

March 8th—10th. Patient’s condition was improving, but some 
watery fluid, which was evidently urine, had come through the 
abdominal drainage tube and soaked the dressings; also some yellow 
material that looked like the contents from the small intestine, and 
some gas, escaped from the abdominal wound. At this time some 
coloured fluid was injected into the bladder, and as it did not make 
its appearance in the wound we concluded that the left ureter dis- 
charged into the wound. So that we had at this time an intestinal 
and a ureteral fistula connected with the abdominal wound. 

March 12th and 18th. Patient complained of pain in region of 
right kidney and a movable swelling could be felt there. Urine had 
been passed very frequently by the bladder, but in very small 
quantities, about two ounces at a time. A large amount which was 
estimated at about one pint still came from the abdominal wound. 

March 14th. The kidney tumour had about doubled in size, very 
small quantities of urine were still being passed at short intervals by 
the urethra. The patient complained of much pain and looked very 
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ill. Pulse 128. Ether was administered by me and an incision was 
made by my colleague, Mr. Thelwall Thomas, into the right kidney, 
through the right loin, and a large amount of urine (about two pints) 
escaped. At this time Mr. Thomas made an endeavour to pass a 
catheter down the ureter from the kidney, but he was unable to 
find the orifice. A drainage tube was put into the kidney. 

After this the patient gradually gained strength and began to 
gain flesh. Her condition, however, was not very satisfactory, as 
she did not pass any urine by the natural passage. The catheter was 
passed frequently into the bladder, but only very occasionally was 
even half an ounce of urine obtained. The bladder was frequently 
filled with chinosol to keep it from becoming contracted, the amount 
of fluid being measured before injection, and when it was withdrawn. 
The urine from the right kidney during the rest of March and until 
April 18th, averaged about twenty ounces but gradually increased. 
The amount of urine from the abdominal wound became gradually 
less : on several occasions urine appeared in the stools. 

From April 18th onwards the urine from the right kidney in- 
creased to forty ounces or more, and the abdominal wound gradually 
became dry and healed. 

Various methods were tried to induce the urine from the right 
kidney to pass into the bladder, such as withdrawing the tube, 
plugging the wound, and varying the position of the patient, but 
the only effect was to cause pain in the right side so that we had to 
desist. We anxiously watched the left kidney at this time, but no 
enlargement could be discovered. It appeared therefore that the 
left kidney had atrophied, and that the right kidney was doing double 
work. 

The patient’s condition at this time (April 28th) was very good; 
she had gained much flesh and was eating and sleeping well, and did 
not complain of anything except the fact that all her urine was 
passed through the right loin. I therefore decided to try and over- 
come this, and endeavour to make the urine pass into the bladder. 
I did not know what the lesion was that stopped the urine from 
passing down the ureter into the bladder, but thought that it was 
most probably due to the contraction of adhesions, of which there 
were many deep in the pelvis at the time of the first operation. I 
proposed to pass a catheter from the bladder along the ureter until it 
came to the obstruction, and then cut down upon it and do whatever 
might be necessary. 

On April 28th the patient was put under ether and fixed in the 
lithotomy position. A small speculum was passed through the 
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urethra into the bladder and the opening of the right ureter exposed ; 
a ureteral catheter was passed into this and passed easily for about 
1} inches when it was arrested; a stilett was passed into the catheter, 
and after a time it went about } inch further, when it again stopped; 
the stilett was then withdrawn and the catheter passed right up to 
the kidney, and urine began to drop from its end. The catheter was 
fixed in position by a suture placed in the meatus. Owing to the 
contracted condition of the bladder it was rather difficult to find the 
orifice of the ureter. The catheter was left in position for 48 hours 
and then removed. 

Since the removal of the catheter the urine has been passed 
naturally; the wound in the loin healed in four days. The urine 
passed was normal in every way and measured from two to two and’ 
a half pints daily—the same amount that had been previously col- 
lected from the right loin. She left the infirmary on May 15th, 1902. 
The patient is now strong and well and has been performing her 
ordinary duties for the last six months. 

This case is interesting from many points of view, but perhaps 
the chief feature is the very clear demonstration that it affords of 
two different ways in which the kidney may behave after obstruction 
of the ureter. In this case obstruction of the right ureter led to an 
acute hydro-nephrosis, but obstruction of the left was followed by 
ultimate loss of function of the left kidney. 
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GENERAL REVIEW. 


CURETTAGE IN THE TREATMENT OF ACUTE 
PUERPERAL INFECTION. 


By ARNOLD W. W. LEA, M.D., B.S. (Lond.), F.R.C.S. (Eng.), 
Assist. Lecturer on Obstetrics and Gynaecology, Owens College; 
Assistant Surgeon, Clinical Hospital for Women and Children, 
Manchester. 


THE value of the curette in the treatment of the various forms of 
acute puerperal infection has been much discussed during the past 
twelve years. Many authorities recommend the routine use of the 
curette in all cases of puerperal infection which do not rapidly yield 
to milder measures. Others reserve its use for exceptional cases, in 
which there is definite evidence of retained products. Others, again, 
condemn the curette entirely as being unnecessary and dangerous. 
There is no doubt as to the remarkable improvement which follows 
this procedure in suitable cases. It is also equally true that the 
indiscriminate use of the curette, especially by unskilled hands, is 
injurious, and may even convert a mild case into one of generalised 
infection. It is thus highly desirable that clear indications for its 
use should be laid down, if this be possible. 

Récamier,! in 1850, appears to have been the first to reeommend 
this instrument in the treatment of incomplete abortion and of 
puerperal infection. The results however, obtained by him and by 
others were so uncertain, owing to the absence of antisepsis, that the 
operation was practically abandoned for many years. 

In 1888 Doléris,? of Paris, commenced to use the curette in 
puerperal sepsis, and the question was discussed at the Paris 
Obstetrical Society. As a result many of the leading French 
obstetricians adopted this method of treatment, including Pozzi, 
Champetier de Ribes, Charpentier,* and others. 

In 1890 Braun von Fernwald® recorded 101 cases of septic or 
sapremic endometritis occurring in a series of 7,600 labours at the 
Vienna Maternity Hospital. In all of these the endometrium was 
thoroughly curetted. Ninety-six cases were cured, and four died. 
Two of these had already shown signs of generalised infection; one 
died of purulent peritonitis, the result of leakage from a pyosalpinx, 
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and one died 10 days afterwards from severe hemorrhage with septic 
symptoms. He recommended the operation in all cases of “ sapreemic 
endometritis,” as shown by pyrexia, absence of uterine involution, 
and feetor of the lochia. He considered it contra-indicated when 
there was evidence of generalised infection of or inflammatory mis- 
chief outside the uterus. Von Fernwald used a blunt curette, and 
performed the operation very thoroughly. The uterus was afterwards 
flushed out, and an iodoform bougie inserted. He found that, 
although in éver 60 per cent. of the 101 cases labour had proceeded 
normally without any evidence of retained products, the curette 
always brought away necrotic tissue composed of decidua and 
placental remains. 

The subject was discussed at the Berlin Obstetrical Congress in - 
1891,° and most of the German authorities were strongly opposed to 
this procedure. Fritsch pointed out the dangers of perforation and 
of detaching thrombi. He maintained that in the majority of cases 
the cervix was the starting point of the infection, and that the 
endometrium was frequently unaffected. He stated that out of eight 
cases in which he had curetted the uterus, four died. He advocated 
intra-uterine irrigations, and if necessary, the manual removal of 
retained products. Olshausen was also strongly opposed to curettage. 
The operation was easily performed, but was attended with serious 
risks of making fresh wounds of the endometrium, and __ thus 
facilitating the spread of infection. It was, further, quite impossible 
to remove the whole of the mucosa of the puerperal uterus. Similar 
views were expressed by Veit and Gottschalk, who maintained that 
even in sapremic endometritis curettage was both unnecessary and 
dangerous. 

In 1892 Weiss’ published a monograph on the subject strongly 
supporting the views of Braun v. Fernwald. He recorded 86 cases 
of curettage in 6,300 deliveries occurring during fifteen months in 
Vienna. Four cases died. Of these two were brought to hospital 
already infected; one was operated upon in a hopeless condition of 
anemia and sepsis; one died of septic phlebitis. Curettage was 
performed for the following indications : — 

1. Adherent placenta or membranes, not detachable by finger 
(5 cases). 

2. Puerperal pyrexia with hemorrhagic or fetid lochia (23 cases). 

3. Severe symptoms of septic endometritis without evidence of 
peritonitis, and when uterine douches failed to produce any effect, 
or if examination showed offensive discharge, with membranous 
exudation over the cervix and endometrium (48 cases). 
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4. Secondary puerperal hemorrhage (2 cases). 

5. Putrid infection of the uterus during delivery, as shown by 
offensive liquor amnii (10 cases). 

Weiss advised that if a uterine douche failed to relieve symptoms 
of infection, curettage should be immediately carried out. In this 
way all necrotic tissue and pathogenic organisms were removed. The 
uterine cavity was then swabbed out with tinct. iodi., and gauze 
packing introduced. He strongly opposed the view of Fritsch that 
the cervix was the chief seat of infection, stating that in a series of 
71 autopsies of women dying of puerperal infection in Vienna, the 
endometrium was found to be the focus of infection in 61 cases. 

During the next few years curettage was extensively employed 
in Austria and France, and good results were recorded from time to 
time. In France, Pinard,® at the Clinic Baudelocque, has always 
been a strong advocate for this procedure. His views are shortly as 
follows : —In all cases of puerperal pyrexia due to infection a uterine 
douche is first given. If at the end of 24 hours the temperature is 
not reduced or has continued to rise, thorough curettage is carried out. 
A moderately sharp curette is used with the object of removing the 
whole of the softened and infected decidua, or as much of it as is 
possible. Special care is taken to curette the region of the uterine 
cornua. The uterine cavity is now washed out, and its interior 
swabbed with carbolic acid (1—20). Iodoform gauze is then introduced. 
Pinard does not use anesthesia, as the operation causes little pain 
if care be taken to avoid undue pressure on the vagina and vulva. 
He does not advise the operation to be done before the third day of 
the puerperium, as in one case, curetted on the second day, fatal air 
embolism occurred. He states that with this exception he has never 
seen any bad result follow this procedure. It is important that it 
should be carried out at an early stage. The moment of choice is the 
second elevation of temperature, the first not having yielded to an 
intra-uterine douche, or if the temperature remains continuously 
high. At a later period he still advises that curettage should be 
practised, though if the infection has invaded the uterine wall or 
become generalised there is less hope of success. He believes, 
however, that even at this stage, this affords the best chance of 
recovery. In 38 curettages for infection a definite fall of temperature 
followed the operation in 23 instances, in some cases within 24 hours, 
in others the fall was more gradual. In 11 cases the effect was not so 
immediate. Four cases ended fatally, one from air embolism, and 
one at the end of a month, many days after the temperature had 
become normal. In two cases the infection was profound, and 
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resisted all local measures. Pinard, in his work on “ Puerperal 
Infection,” gives full details of all his cases, and it is clear that in 
his hands this method gives excellent results. 


Doléris® has recently recorded an additional series of 21 cases of 
infection treated by the sharp curette, followed by “ ecouvillonage”’ 
of the uterine cavity and packing with iodoform gauze. In every 
case rapid improvement followed, and the patients made complete 
recoveries. He maintains that this treatment is not only efficacious, 
but quite innocuous. In a large number of the cases streptococci 
were found to be present in the uterine secretion. 

Budin?° advocates early exploration of the uterine cavity by the 
finger in all cases of infection. If the cavity is found to be perfectly 
smooth he washes out the uterus with a large quantity of sublimate 
solution (1—4000). In severe cases, however, or if the uterine cavity 
is found to show irregularities or to contain débris, he proceeds at 
once to carry out “ecouvillonage.” The patient is placed under 
anesthesia, the finger is introduced, and all loose material removed. 
A hand placed upon the abdomen fixes and controls the body of 
the uterus. A douche is now given, and the “ ecouvillon ” introduced. 


Fig. I. Budin’s Ecouvillon. 


This resembles a large bottle brush, made of a wire stem from which 
short strong quills project. This instrument is used to thoroughly 
scrub the interior of the uterus by vertical and rotatory movements. 
By this means all débris is removed. A second and even a third 
ecouvillon are often used until the interior of the uterus is perfectly 
smooth. Finally an ecouvillon soaked in creasote and glycerin (I—5) 
is introduced. The operation is completed by packing an iodoform 
gauze drain into the uterus. In many cases the temperature now 
rapidly falls. If the uterus is more profoundly infected and the 
symptoms continue the procedure is repeated. Budin states that 
this is an operation “ without any dangers.” He has used it since 
1892 with excellent results. If the case is seen early the cure is rapid 
and complete. If the infection has existed for some days recovery 
is more gradual owing to the penetration of organisms or toxines into 
the system. He has, moreover, more than once demonstrated that by 
this means the uterine cavity can be effectively rendered sterile. 
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Budin reserves curettage for cases in which this method fails and the 
signs of infection contiaue to be severe. 

Gheorghiu?! records the details of 345 cases treated in this 
way between 1896—1898, with a total mortality of 4°3 per cent. In 
172 cases digital exploration followed by ecouvillonage was practised, 
and in only 14 cases was curettage considered to be necessary. 
Perret !? also records the results of this method of treatment carried 
out at the Clinic Tarnier up to November, 1901. 

It is to be noted that the great majority of these cases have occurred 
inside Maternity Clinics, and in many instances the infection has not 
been of a virulent type. Labadie-Lagrave and Gouget}* have 
pointed out that during recent years and since the adoption of 
antiseptic precautions, attenuated forms of infection frequently arise, 
due to partial failure of the measures adopted. It is certain, there- 
fore, that the results tend to show a mortality lower than would be 
observed amongst cases arising outside hospitals. It is, however, 
true that these mild forms of infection are not without danger, and 
may readily become virulent if injudicious treatment is adopted. 

The views of English and American writers on the subject 
illustrate well the wide differences of opinion as to the value of 
curettage. 

Galabin 4 advises that if a uterine douche fails to relieve the 
symptoms the uterine cavity should be explored with the fingers, and 
all retained products removed. If, however, the uterine cavity is 
smooth no further local treatment should be adopted. He is opposed 
to the use of the curette with the object of removing the infected 
endometrium, “although striking improvement sometimes follows 
this procedure.” If undertaken at all it should be done in the early 
stage of the affection before there is any sign of sepsis extending 
beyond the uterus. If all the fragments of placenta or decidua 
cannot be removed by the fingers a blunt flushing curette may be 
carefully used, and followed by irrigation of the uterine cavity. 

Dakin !> advises exploration of the uterus with the finger and 
removal of its contents. He states in a footnote that the curette, 
“though recommended by some, is not free from danger, on account 
of ite liability to spread infection.” 

Spencer 1° advises removal of retained products which are lying 
loose in the uterine cavity, but does not use the curette. 

Jellett!’ states that if the uterine discharge remains foul in spite 
of two or three intra-uterine douches the interior of the uterus should 
be curetted with a blunt Rheinstadter’s flushing curette in order to 
remove any portion of placenta or membrane. This should be 
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carefully and thoroughly done. He admits that there is slight risk 
of setting up pyzemia, but “the advantages gained more than 
counterbalance the risk.” If this fails to reduce the pyrexia he 
advises douching and tamponade of iodoform gauze night and 
morning, and even again curetting gently “if thought advisable.” 


In the American Text Book of Obstetrics !® (Norris) exploration 
with the finger is advised, or if this is impossible a dull wire curette 
should be used. After full-term delivery the finger should always be 
adopted if possible. 


Whitridge Williams !® states that in puerperal endometritis, after 
having removed lochia for cultures, the interior of the uterus should 
be explored by the finger. If this is roughened and contains broken 
down tissue it should be curetted and douched. If, however, it is 
smooth we should not think of curetting. After the douching, the 
uterus should be packed with gauze, and, if necessary, the injection 
may be continued daily. He prefers saline solution to any antiseptic 
fluid for the interior of the uterus. Williams lays stress on the 
bacteriological diagnosis, and if streptococci are found, he is of 
opinion that all further local treatment should be stopped. 


Dorland *° states that the curette is indicated in the puerperium— 
(1) to remove retained masses of placenta or decidua not removable 
by the finger or forceps; (2) if signs of puerperal infection become 
manifest. A moderately sharp curette should be used, and the 
uterine cavity thoroughly scraped. This is followed by douching 
and the introduction of some antiseptic, such as iodoform or chloride 
of zinc (5—10 per cent.). If there is any return of the pyrexia a 
second curetting should be performed at once. 


Pryor?! says that in any case of puerperal infection in which an 
intra-uterine douche and gauze packing fail to reduce the temperature, 
he curettes the uterus thoroughly with the object of removing the 
decidual mucosa. In these cases the infection is no longer superficial, 
and it is impossible to say how deeply it has extended. After 
curetting, the uterus is packed with iodoform gauze. Pryor also 
opens up Douglas’ pouch whenever he curettes for sepsis, and packs 
iodoform gauze behind the uterus. He states that this procedure 
gives the most satisfactory results. In cases of retained placenta and 
putrid infection, curetting alone will suffice. 


Vineberg 2? recommends that if the uterine cavity is the site of 
infection it should be subjected to a thorough curetting with the 
finger, or preferably the sharp curette. If the temperature does not 


fall, intra-uterine irrigation should be employed. He states that 
10 
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95 per cent. of cases will yield to this treatment. In 5 per cent. of 
cases surgical procedure may be required. 

Of late, however, there has been a tendency amongst American 
obstetricians to condemn the use of the sharp curette in puerperal 
sepsis. 

Mundé > states that the curetting of a septic endometrium does 
harm by opening up fresh channels of infection. 

Boldt *4 says that great care is necessary in using the curette. It 
should be adopted in the early stages with adherent placenta or 
decidua, and is not suitable for ordinary cases of septic endometritis. 
He states that he has “ never seen an instance in which this treatment 
was beneficial, and has, on the contrary, seen much harm result from 
it. Its effect is to intensify the infection by causing fresh wounds.” 

Garrigues*> is particularly emphatic against the use of the 
curette. He recommends that if there is any doubt as to the placenta 
being totally removed a thorough digital examination of the uterine 
cavity should be made under chloroform. Any decidua found should 
be removed by the finger nail, which is far better than any 
instrument. If the interior of the uterus is scraped the protective 
zone is broken down and pathogenic germs can directly enter the 
lymphatics and capillaries. He states that he has never seen a case 
recover in which curettage has been resorted to after sepsis had 
become well established. 

The views of Bumm,?* who has devoted so much attention to 
puerperal infection, may be quoted as representing the views of the 
majority of German obstetricians at the present time. In his recent 
work (1902) he states that in putrid endometritis the uterine cavity 
should be explored by the finger, and all large fragments of tissue 
removed. The smaller particles may be detached by the blunt 
curette. This, however, must be used with the greatest care and 
gentleness, remembering the extreme softness of the walls of the 
puerperal uterus, and also that energetic scraping may open up the 
placental sinuses. He therefore advises against its general adoption. 
After removal of fragments by the finger the uterus is douched with 
38—5 litres of 50 per cent. alcohol. In the majority of cases this 
treatment will succeed. If, however, the lochia remain foul, it 
should be repeated in a day or two. Cases of septic or streptococcic 
endometritis require different treatment. In these, any mechanical 
irritation by scraping or the curette is to be avoided. The endo- 
metrium is covered with croupous exudation. If this is removed it 
readily forms again and further injury may be caused to the 
commencing tissue reaction by opening up of lymph and blood 
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spaces to the entrance of organisms. Bumm states that he has seen 
curetting followed by pyzemia, and in two cases death from acute 
general peritonitis, resulting undoubtedly from the use of the curette. 
In septic endometritis he recommends repeated douches of alcohol 
50 per cent., or lysol solution. Sometimes also permanent irrigation 
may be of benefit. He is averse to all strong antiseptics, which do 
not disinfect the uterus, and merely damage the tissues. Vaporisation 
is also useless. He has, two minutes after this procedure, found 
living streptococci in the uterine secretion. If the organisms have 
penetrated the uterine wall no local treatment to the uterine cavity 
can be of any avail. It will be seen therefore that Bumm is entirely 
averse to the use of the curette in puerperal infection. 

Leopold?’ states that in his Clinic, as soon as signs of puerperal — 
infection become manifest the uterus is explored and douched with 
several litres of 50 per cent. alcohol. He finds this method very 
successful, and states that it is rarely necessary to repeat it. This 
is suitable for putrid endometritis, also for streptococcic infection. 
If the case is of gonorrheal origin the uterine cavity is not actively 
treated. Leopold, however, admits that the great majority of cases 
occurring in his Clinic are mild. 

Osterloh 8 in recording 42 cases of infection, expressed similar 
views. In only one case was curetting thought to be advisable. He 
removes all retained products by the finger, and douches the uterus 
with perchloride of mercury or salicylic acid solution. During the 
discussion following this paper Marschner” expressed himself as in 
favour of curetting before douching out the uterus. 

Schramm,*? who stated that he saw many cases brought into 
hospital suffering from grave infection, gave the mortality in his 
experience as 95 per cent. He had found no treatment to be of any 
avail, 

Krénig*! considers that the great majority of cases of putrid 
endometritis tend to spontaneous recovery, and require no local 
treatment to the uterus. In gonorrheal infection there is no danger 
to life, and no intra-uterine treatment is necessary. In septic 
infection he found as many organisms in the uterus a few hours after 
injections of lysol, perchloride of mercury, etc., as before, and these 
were equally virulent for animals. In Leipsig therefore intra-uterine 
douches are not used. He considers that tamponade with iodoform 
gauze is the best method to adopt. He never uses the cureite. 


From this review of present-day practice in regard to curettage 
it is evident that no general agreement has been as yet reached. A 
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vast amount of research has been devoted to the bacteriology and 
pathological anatomy of puerperal infection. Although much has 
been accomplished, it is not as yet possible to base our treatment 
upon the findings of the bacteriologist. The complete investigation 
of any one case is beset with much difficulty, and cannot be generally 
adopted in practice. The value of curettage must, however, depend 
on its influence over the bacterial invasion of the uterus. For this 
reason it may be well to briefly consider the present state of our | 
knowledge of this subject. 

Puerperal sepsis is essentially a wound infection, produced either 
by septic micro-organisms introduced from without, or by saprophytic 
bacteria existing in the generative tract. In the great majority of 
cases the uterine cavity is infected, and the lesions produced show 
great variation in extent and gravity. The clinical course of the 
affection depends on many factors—such as (1) the period at which 
the infection occurs; (2) the site of the infection; (3) the infecting 
organism or organisms; (4) the virulence of the organism; (5) the 
local conditions present in the uterus; (6) the resisting power of 
the individual. On all these points our information is very 
incomplete, and as a result the clinical progress of the disease cannot 
be foretold with any degree of precision. Great importance is 
rightly attached to the bacteriological diagnosis of the affection. 
For this purpose a glass tube is carefully introduced into the uterine 
cavity. To this a syringe is attached and suction is made. The 
lochia may thus be obtained uncontaminated by the vaginal 
discharges. This secretion is now examined by coverglass prepara- 
tions, and by cultures for aerobic and anaerobic organisms. The 
present state of our bacteriological knowledge appears to justify us 
in formulating the following conclusions, many of which have an 
important bearing upon the local treatment of the uterus? :— 

1. The uterine cavity is sterile during the first week after delivery 
in cases pursuing a normal course. At a later period organisms are 
often found, but rarely possess any pathological importance. 
(von Franqué,?* Wormser,** Burghardt,?> Winternitz **). 

2. If the uterine lochia are sterile, intra-uterine infection is 
eliminated, and some other source for the pyrexia must be sought, 
such as absorption from vaginal or perineal lacerations or some 
extra-uterine affection. 

3. If the lochia are found to contain streptococci a diagnosis of 
streptococcic infection of the uterus may be made. We possess no 
reliable means of estimating the gravity of the infection. No fewer 
than nine varieties of aerobic streptococci have been recognised in the 
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uterine secretion by Lewkowicz.3’ Several of these are not 
pathogenic, but the recognition of the type of streptococci present is 
beset with much difficulty, and cannot be relied upon for clinical 
purposes. The lochial discharge in pure streptococcic infection may 
be scanty or profuse. It is never offensive. 

4. If the staphylococcus pyogenes albus or aureus is found in the 
lochia, staphyloccic infection is present. In many cases these 
organisms are associated with streptococci, and as in cultures they 
grow much more rapidly, the streptococci may be obscured unless 
very careful observations are made. 

5. If streptococci are present along with staphylococci, the case 
is one of “ mixed” infection. In many of these it is probable that 
the staphylococci are merely saprophytic, and possess little patho-: 
logical significance. They are found in a large proportion of cases of 
infection of the uterine cavity. 

6. If a growth of aerobic bacilli is discovered this may be the 
bacterium coli commune, which can be recognised by appropriate 
tests. In these cases the lochia are usually very offensive. This 
organism possesses a definite invasive power, and may produce fatal 
septicemia. If associated with the streptococcus it appears to 
become especially virulent. 

7. If only anaerobic bacteria are discovered (usually associated 
with offensive lochial discharges), “* putrid” endometritis (Bumm) is 
present. In many of these cases there is decomposition of retained 
lochia, placental tissues, or blood clots. These cases have usually 
been regarded as examples of ‘‘ sapreemia or absorptive fever.” It 
has, however, been definitely proved that many of these bacteria are 
capable of producing generalised infection, leading to a fatal issue. 

8. Streptococci may be present along with various anaerobic 
bacteria of putrefaction. These cases appear to be very common, and 
there is evidence to show that the synthesis of these organisms is often 
associated with great increase of their virulence. 

Jeannin**® has recently published an important contribution 
on “ Putrid Puerperal Infections.” His conclusions are based upon 
careful bacteriological observations of 63 cases. In the great 
majority of instances the infection is poly-microbic, aerobic and 
anaerobic bacteria being present. Exceptionally, cases are met with 
in which the bacterium coli is the only organism present. The 
anaerobic organisms are of many varieties—bacillus perfringens, 
micrococcus fetidus, bacillus ramosus, bacillus radiiformis, staphy- 
lococcus parvulus, and various anaerobic streptococci. It is not 
possible as yet to determine the exact part played by each of these 
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organisms. It is certain that the association of these organisms with 
aerobic bacteria is frequent, and often leads to grave infection. 
Thus a streptococcus of little virulence may become very dangerous 
if it is associated with the putrefactive bacteria. Putrid infections 
of the uterus occur clinically in various forms—(1) as amniotic 
infection; (2) placental retention; (3) putrid endometritis; (4) 
gaseous septicemia; (5) uterine gangrene. Putrid infection of the 
endometrium presents all degrees of gravity, from a_ surface 
infection to general septicemia or pyemia with metatases. It was 
formerly believed that the streptococcus pyogenes was the only 
organism capable of penetrating the uterine wall. This is now 
known to be untrue. Many cases of generalised staphylococcic 
infection have been recorded, although in some of these the proof 
that the staphylococcus was the cause of the fatal infection is not 
very complete. Varnier,*® in a critical study of the subject, holds 
that it is not yet established. A case has recently been recorded by 
Magnus *° in which the proof is apparently complete. 

The bacillus coli and various anaerobic bacteria have been 
seen penetrating the uterine wall and the thrombi of the 
placental site. Krénig has pointed out that they do not invade the 
blood stream, owing to the rich supply of oxygen. They, however, 
enter the lymphatics, producing metro-lymphangitis and peritonitis. 
Jeannin examined two specimens of the uterus removed for 
infection by vaginal hysterectomy. He found numerous anaerobic 
bacteria penetrating the uterine parenchyma and reaching the 
peritoneal surface. 

These researches appear to show that the old distinction between 
sapremia and septic infections cannot be longer maintained. A 
severe and fatal septicemia may be produced by the saprophytic 
bacteria of putrefaction in the absence of pyogenic organisms. And 
thus the early and complete removal of infective material is of the 
highest importance, provided always that this can be carried out 
without any risk of aggravating the condition. 

THE Uterus DURING THE First WEEK Arter Partvririon. The 
cervix immediately after delivery is widely open and very soft, the 
result of the enormous expansion to which it has been subjected. The 
mucous membrane is infiltrated with blood and frequently lacerated 
and everted. Within a few hours, however, the cervix retracts, the 
mucous membrane becomes thrown into folds, and it is seen to be 
much thickened. The epithelial lining is practically uninjured. 
If uterine involution progress normally the cervical canal is quickly 
restored, and two or three days after delivery the internal os only 
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admits the finger with difficulty. If, however, infection of the 
uterine cavity occurs the cervix remains relaxed, and the finger 
readily enters the uterus. Budin has laid special stress on this 
abnormal permeability of the cervical canal as an_ infallible 
indication of infection. If in a doubtful case the internal os is found 
to be closed, the mucosa of the uterus is certainly not the seat of 
infection. The cavity of the uterus a few hours after delivery is 
seen to be clearly divided into two parts. The placental site, usually 
situated near the fundus, extends over an area the size of the palm. 
It possesses a deep red colour, and projects with an uneven surface 
into the uterine cavity. It is usually covered by small clots, and 
shews the openings of numerous thrombosed sinuses. The remaining 
part of the uterus is lined by a softened and shreddy membrane 
perforated by numerous small vessels and infiltrated with blood. 
This under the microscope is seen to contain all the elements of the 
uterine mucous membrane. It is the deepest layer of the decidua 
remaining after separation of the chorion. It is, however, entirely 
devoid of an epithelial covering. The remains of the uterine glands, 
in many cases possessing an epithelial lining, can be recognised, and 
numerous decidual cells are present. It is also permeated by large 
capillaries and lymphatic vessels. This membrane rests directly 
upon the uterine muscle, from which it can be readily separated 
by gentle scraping. It is thus evident that after labour the uterine 
cavity forms a vast irregular wound surface presenting glandular 
spaces and thrombosed vascular areas—a cavity difficult to cleanse 
and presenting all the conditions eminently favourable to the 
absorption of products of decomposition or of septic organisms. 
During the first week after delivery the regeneration of the mucous 
membrane rapidly proceeds. The loose shreds and filaments are 
disintegrated, and the surface becomes smooth. The epithelium 
lining the glands proliferates, and reaches the surface, forming 
islands, from which the cells spread over the whole mucosa. There 
is extensive new formation of round cells in the inter-glandular 
tissue in which numerous capillaries and lymphatic vessels rapidly 
develop. By the 8th to 9th day the mucous membrane is practically 
restored, though still very fragile and vulnerable to the entrance of 
micro-organisms. The placental site after delivery is infiltrated with 
blood and perforated by numerous large vessels lying deeply; the 
gland spaces of the decidua serotina lined by epithelium can be 
recognised. By the 2nd or 3rd day it becomes covered by a fibrinous 
layer of variable thickness. Microscopically, this is seen to be 
composed of fibrin, degenerating decidual cells, and numerous red 
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blood corpuscles. The large vessels lie more deeply, and the 
organisation of the thrombi is seen to be commencing by the develop- 
ment of fibrin penetrating from the endothelial lining, and by the 
invasion of leucocytes. During the second week after delivery the 
thrombi become much smaller, and the epithelium of the deeply- 
situated glands actively proliferates and approaches the surface 
preparatory to the complete restoration of the epithelial lining of the 
uterine cavity. 

PaTHOLOGICAL ANATOMY OF PUERPERAL InFECTION. The changes 
which occur in the endometrium as the result of infection have been 
investigated by Bumm,*! Déderlein,4? Widal,‘* and others. In putrid 
endometritis the decidua becomes necrotic, and contains in its 
superficial layers an enormous number of micro-organisms. More 
deeply a zone of intense leucocytic infiltration is recognised. Bumm 
showed that this “reaction zone” usually prevents the further 
invasion of the bacteria. A few organisms may be observed in the 
upper layers of this zone, but none penetrate to the tissues beneath. 
These appearances are seen in most cases of invasion by putrefactive 
bacteria, and also in cases of streptococcic infection of little virulence. 
In many of these cases large masses of necrotic decidua form in the 
uterus, and are speedily renewed after removal by the curette or 
finger. In septic endometritis, in which the organisms possess a high 
degree of virulence, the leucocytic protective zone is feebly 
developed and the layer of necrotic decidua is much thinner. In 
some cases the endometrium may appear to be perfectly smooth. 
The organisms may be recognised penetrating deeply into 
the uterine wall and occupying the lymphatic vessels or filling the 
numerous thrombi, especially over the area of the placental site. 
They may also be seen penetrating deeply between the muscular 
bundles of the uterine wall. The result in any case of infection of 
the endometrium depends mainly upon (1) the virulence of the 
organism ; (2) the local conditions present in the uterus; (3) the power 
of resistance or phagocytosis possessed by the individual. The 
anaerobic bacteria appear to have little power of penetrating the 
uterine wall during the early stages of the affection. In the great 
majority of cases of putrid endometritis, with or without the presence 
of retained products, a well-marked reaction zone is speedily 
established, and the further spread of the infection prevented. 
Streptococcic infection shows the greatest variations in gravity. 
Frequently the streptococci are of little virulence, and it has been 
computed that the total mortality of streptococcic infection of the 
endometrium does not exceed 4 or 5 per cent. (W. Williams, Krénig). 
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The virulence of the organism is the main factor in determining the 
gravity of any case of infection. Streptococci of little virulence are 
rapidly eliminated through the activity of the uterine tissues. 
Highly virulent organisms speedily overcome the tissue resistance, 
and invade the lymph or blood streams. The site of infection is also 
of great importance. The area of placental attachment owing to the 
absence of epithelium, the blood clots, and the large thrombosed 
sinuses, is particularly vulnerable. The time at which infection 
occurs is also of moment. Streptococcic infection of the uterus 
before delivery is most serious, leading usually to generalised 
infection (Bumm). Infection occurring at the time of delivery is 
much more grave than if it occurs at a later period. The rapidity 
of the invasion of streptococci varies much. In the most virulent . 
cases infection may become generalised in 24 hours. Bumm found 
by experiments on animals that streptococci may penetrate the 
uterine wall at the rate of 2 cm. in six hours. These observations 
have led some to maintain that in septic infection it is of no avail to 
attempt to disinfect the uterus, as by the time symptoms have 
developed the organisms have already passed out of reach of local 
treatment. We do not possess any clinical or bacteriological means 
of estimating the depth to which the streptococci have invaded the 
uterus, at least in the earlier stages. The results of treatment, 
however, clearly demonstrate that in many cases of streptococcic 
infection with septicemic symptoms local treatment of the uterine 
cavity is of great value, and may effect a cure. 

The curette may be used in the puerperal uterus for two distinct 
objects—(a) as a substitute for the finger, to take away retained por- 
tions of placenta, membranes, or necrotic decidua; (6) to remove the 
whole of the infected decidua and mucosa with the object of disinfect- 
ing the uterine cavity. For the former purpose the finger may be 
sufficient, but it is not possible by this means to remove all the small 
fragments of tissue. This may be readily accomplished by a blunt 
curette. The results, however, obtained by those who rely on 
manual exploration only, show that in many cases at least curettage 
is unnecessary. The particles of necrotic decidua and placenta 
remaining in the uterus become disintegrated or absorbed. Speedy 
improvement follows digital exploration and removal of retained 
products in the great majority of cases of “ putrid endometritis.” 
This, however, does not always occur, and the advocates for curettage 
maintain that by this method much more effectual removal of all 
infective material may be accomplished without incurring any 
additional risk, and with a more assured prospect of recovery. If 
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the symptoms point to “septic infection” of the endometrium and 
exploration shows the uterine cavity to be roughened, and to contain 
fragments of tissue, they recommend thorough curettage, treating 
the uterine cavity as a focus of infection. For this purpose a 
moderately sharp curette is necessary, and the whole of the softened 
decidual tissue is removed. If this procedure is to be successful it 
must be carried out in the early days of the disease whilst the 
infective process is still limited to the endometrium. At a later 
period great benefit cannot be anticipated, although the removal of 
necrotic and infective material may still be of value. Inasmuch as the 
precise nature and extent of the infection cannot be definitely 
ascertained, curettage is practised in every case in which uterine 
douches, combined or not with exploration by the finger, fail to effect 
improvement. They believe that this operation is practically safe, 
and that if it were generally adopted in good time severe and fatal 
infection would be rarely seen. The results of this plan of treatment 
are undoubtedly good in the hands of skilful individuals. 

Those who oppose the use of the curette state that it is a procedure 
attended by real risk, and the following objections, which are serious 
and demand careful consideration, have been urged against it :— 

1. The Risk of Perforation. The walls of the puerperal uterus 
are frequently much softened, and the cavity is large, owing to the 
absence of involution in cases of infection. The area of the 
placental site is liable to be especially soft and thinned, and is readily 
perforated. This accident has no doubt frequently occurred. It 
may, however, be avoided with care and a due appreciation of the 
possibility of its occurrence. The curette should be broad, and the 
uterus should be controlled by a hand placed upon the abdomen. 
The curettage must always be from above downwards, and even 
pressure used. In large series of cases by Pinard, Doléris, Weiss, and 
others no instance of this accident has occurred, and its possible 
occurrence cannot be alleged as a valid argument against curettage 
in general. 

2. Danger of air embolism. This may take place from detach- 
ment of a large thrombus by the curette. Experience has shown that 
this accident is very unlikely to occur unless the operation is done 
before the end of the third day of the puerperium. After this period 
curettage may be safely practised. Pinard lost one case from this 
cause, curetted on the second day after delivery. 

3. Profuse hemorrhage. There is usually free bleeding into the 
uterine cavity if curettage is done in the early days of the 
puerperium. This is due to the lax condition of the uterine muscle, 
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and probably to detachment of thrombi and decidua. It is, however, 
readily checked by gauze packing, and during the operation the 
uterine muscle may frequently be felt to contract vigorously as the 
result of the removal of retained products. Very rarely severe 
hemorrhage may occur due to the opening of a large venous sinus. 
It is always controlled by the hot douche and gauze packing. 

4, The impossibility of removing the whole of the infected area of 
the endometrium. If the curette is only used to detach loose 
fragments of placenta and decidua this can be effectually accom- 
plished. If, however, the object of the procedure is to remove the 
whole of the infected decidua, this is hardly possible. However 
thoroughly the curette is used, islands and strips of decidual tissue 
will assuredly remain. ‘This is.:conclusively shown by the 
examination of uteri removed after curettage. Menge,‘ who 
strongly opposes the use of the curette, believes that it is impossible 
to disinfect the uterine cavity, and that the effusion of blood which 
follows serves as an excellent medium for the rapid growth of 
bacteria. His views are mainly based upon bacteriological observa- 
tions. He concludes that in mild cases the curette is superfluous, 
as the resisting power of the tissues may be relied upon to check 
further invasion: in infection of high virulence it is useless. The 
curette, however, removes the great bulk of the necrotic tissue, and 
the supply of infective material is consequently much diminished. 
To this no doubt the good results of the operation are largely due. 
If, however, it is carried out half-heartedly with the dread of opening 
up tissue spaces—which is unavoidable—it is probable that little 
benefit will ensue. 

5. The risk of causing generalisation of the infection. This is 
the gravest objection which is urged against curettage. It is 
obvious that in performing the operation, whether a blunt or sharp 
curette is used, areas of tissue must be opened up, exposing the 
mouths of blood vessels and lymphatics. These may become the seat 
of fresh inoculation by organisms remaining in the uterus, and the 
condition of the patient may thus be made worse. 

It is well known that all intra-uterine manipulations in the 
puerperal septic uterus are frequently followed by temporary 
aggravation of the symptoms. This occurs after a simple uterine 
douche, however carefully given, after digital exploration and 
removal of loose masses, and also after curettage. The temperature 
rises two or three degrees, often associated with one or more rigors. 
After a few hours the temperature falls, and is usually accompanied 
by marked improvement in the condition. This exacerbation is 
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undoubtedly due to the injury unavoidably inflicted on the softened 
uterine tissues, and consequent rapid absorption of toxic material. 
This occurs often after curettage, but is not incompatible with great 
benefit being derived from the operation. 

The observations of Bumm and others on the method adopted by 
Nature of limiting the invasion of bacteria by the development of a 
reaction zone of leucocytic exudation in the decidua, have had a 
powerful effect in inducing a reaction against the use of the curette 
in puerperal endometritis, since this instrument must necessarily 
damage this protective layer. This is the view held by the majority 
of German obstetricians. It is doubtful, however, if the curette, used 
with cage, does remove this protective tissue, and it must be 
remembered that in severe cases of infection it is found to be very 
feebly developed or may be absent. In many instances it is certainly 
quite inefficient as a means of checking the entrance of bacteria into 
the uterine wall and the blood and lymph channels. 

The sphere of usefulness of the curette and its dangers must be 
decided by the clinical results, and not by the microscopic appearances 
of the uterine mucosa or by the bacteriolegical diagnosis. From this 
point of view, however, there is considerable evidence that the curette 
may be harmful. Bumm states that he has seen pyzemia follow its use 
in septic endometritis, and in two cases he has observed a rapidly 
fatal result from acute fulminating peritonitis. In his opinion these 
results were entirely attributable to the use of the curette. Similar 
views are expressed by Olshausen, Mundé, Garrigues and many others 
who oppose the use of the curette, though they do not give details of 
the cases. 

CONTRA-INDICATIONS TO CuRETTAGE. Although in many cases of 
puerperal infection the advisability or otherwise of using the curette 
may be open to discussion, there is general agreement that in 
certain types of infection the operation is inadmissible. These are 
shortly as follows : — 

1. Virulent streptococcic infection. In some cases in which the 
placental site is inoculated during labour the bacterial invasion is 
very rapid and fatal. The infection may become generalised in 
24-36 hours. The patient is almost immediately recognised to be 
suffering from profound toxemia. No local treatment is of any avail 
in these rare cases. 

2. General Septicemia. The infection in these cases has 
evidently extended beyond the uterine mucosa. If there is evidence 
of septic phlebitis, or of the diffuse infiltration of the pelvic connective 
tissue met with in the lymphatic type of this affection, curettage is 
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useless. It is also dangerous, as septic foci may be opened up, or 
infective thrombi may be detached, resulting in pyzmia. 

3. Peritonitis or inflammation of the appendages. In these cases 
the operation can be of little use. It may, however, be carried out as a 
preliminary to the adoption of some surgical procedure, such as 
incision of the posterior cul-de-sac and drainage. 

4. Gonorrheal Puerperal Endometritis. The usual type of 
infection met with as the result of gonorrhea is purulent endo- 
metritis. These cases do not usually threaten life unless there is a 
“mixed” infection present. The great majority recover with 
uterine douches. Curetting is only advisable if there is evidence of 
retained products “in utero.” 

RepeatTep Curetrtace. If the operation is thoroughly carried out . 
it is rarely necessary to repeat it. If temporary improvement follows, 
and the symptoms return the curette should again be used. In some 
cases of infection a large amount of necrotic tissue is formed in the 
uterine cavity, and this may rapidly be reformed after curettage. In 
these conditions a second operation is often of great benefit. Pinard 
states that if the next day, or some days after the first operation, 
the temperature rises to a higher point, a second curettage is carried 
out. If, however, this fails he advises no further intra-uterine 
treatment. La Torre *® (Rome) recently spoke strongly in favour of 
repeated curettage. He stated that he had frequently curetted four 
to six times in cases of infection, and in one case he even curetted 
fifteen times, the patient making a good recovery. It is not easy to 
give precise indications for a second operation, but if the first 
curettage has been of marked benefit and the symptoms recur 
pointing to recrudescence of the infection it would be advisable to 
repeat it. 

THe Arrer History or Cases CurETTED FoR PUERPERAL INFECTION. 
This is a very important subject, but unfortunately our knowledge is 
very incomplete owing to the difficulty of tracing the after histories of 
patients. Ferré‘* has maintained that cases of puerperal infection 
treated simply by uterine irrigations are rarely completely cured. 
He has traced the after history of many of these cases—-he does not 
give the exact number—and finds that in the majority some lesion 
remains. Sub-involution of the uterus with chronic metritis was 
often present. In other cases chronic inflammation of the appendages 
was observed. “ All suffered more or less from uterine symptoms.” 
Of thirty cases treated by the curette he was able to examine 
eighteen, and found that all had made complete recoveries. Doléris 
has also laid stress on the importance of the after treatment of cases 
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curetted for puerperal infection. He insists on the necessity of 
watching the patients for six weeks or two months after the operation. 
He has found it necessary to carry out repeated irrigations of the 
uterus for some time. In some cases evidence of para-metritis or 
pelvic peritonitis occurred, but prolonged rest in bed effected a cure 
in each instance. There is no evidence that curettage is liable to be 
followed by any bad after effects on the uterus or appendages. 

Concuvstions. In view of the widely divergent opinions held upon 
this subject by men of large experience, the place of the curette in the 
treatment of acute puerperal infection cannot as yet be finally 
decided. The basis of all rational treatment must be a complete 
knowledge of the bacterial invasion and pathological anatomy of the 
puerperal uterus, and the relation between this and the symptoms 
presented by the patient. 

Ricard,” of Paris, has recently estimated the total mortality of 
severe puerperal infection as not more than 10 per cent., drawing his 
conclusions from records of 2,640 cases. Unfortunately our knowledge 
of the factors upon which to form a reliable prognosis is very 
imperfect. We have seen that bacteriology affords a limited amount 
of assistance. We possess no dependable sign indicating the depth 
of the bacterial invasion of the uterus, or which allow us to affirm that 
the infection is limited to the uterine parenchyma. A study of the 
clinical phenomena in severe cases of infection shows that many cases 
presenting the most grave septiceemic symptoms, recover under various 
methods of treatment. In “ putrid infection” of the endometrium 
often associated with retained products of conception or decomposing 
decidua, the results obtained by those who do not use the curette 
demonstrate that in many cases this instrument is unnecessary. If 
small fragments of tissue remain, not detachable by the finger, it is 
certainly advisable to use the curette. Either of these procedures is 
liable to be followed by temporary aggravation of the symptoms. 

In “septic infection” of the endometrium the results of any method 
of treatment are more doubtful. The advocates for curettage insist 
on the importance of early operation with the object of thoroughly 
disinfecting the uterine cavity. This is attained by the removal of 
all necrotic tissue, and a great part of the decidual mucosa, which is 
assumed to be infected or will speedily become so. They urge that 
if this is done in the early stages of the disease profound toxemia 
will rarely develop. The uterine cavity is treated as an infected 
focus, and an attempt is made to procure a thorough disinfection. 
If the operation is decided upon it should be thoroughly carried out, 
and must be followed by the application of a strong antiseptic, such 
as alcohol 50 per cent., creosote and glycerine (1—4), or carbolie acid 
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(1—-20), and tamponade by gauze. This is done with the two-fold 
object of destroying any bacteria remaining in the uterus and of 
producing thrombosis of the exposed vessels and lymphatics. The 
results of this procedure show that in skilled hands it is practically 
innocuous if carried out in the early stage of the infection before the 
bacterial invasion has extended deeply. Many cases presenting all 
the clinical features of septic infection show the most striking 
improvement after this operation. There is, however, a real risk 
of producing generalisation of the infective process if a sharp 
curette is used. This is probably a rare occurrence if the 
operation is carefully done. Much depends on the wise selec- 
tion of cases. If curettage is carried out late in the disease, 
when organisms have penetrated the wall of the uterus, no 
good result can ensue, and much injury may be inflicted on the 
patient. We have seen how difficult, if not impossible, it is to 
estimate the extent of the infection, and clinical experience shows 
that in the early days of the disease all the symptoms of profound 
toxemia may be produced by absorption from a_ superficial 
streptococcic infection of the endometrium. In these cases thorough 
curettage may be of the greatest benefit. The risks, however, 
inseparably associated with the curette—though these have probably 
been exaggerated and led to undue hesitation in its adoption—must 
induce endeavours to find a method of disinfecting the uterine cavity 
which shall be equally effectual, and also possess the merit of absolute 
safety. 

EcovuvittonaGE. A procedure which appears to be devoid of risk 
is the use of the “ ecouvillon ” or brush curette as adopted by Tarnier, 
Doléris and Budin. This instrument effects a very thorough removal 
of all retained products and necrotic decidua. The technique, as 
carried out by Budin, has been already described. There appears 
to be no danger of opening up large lymph spaces or detaching 
thrombi. The uterine cavity is cleared of all débris, and is found 
to be smooth on the completion of the operation. It is important, 
however, to conclude by thorough flushing of the cavity, the applica- 
tion of an antiseptic, and gauze packing. 

A personal experience of these instruments during the last two 
years has shown them to be most efficient in cleansing the uterine 
cavity. It is essential to place the patient under anesthesia, as 
“ ecouvillonage” is much more painful than curettage. A 
preliminary dilatation of the cervix is also often necessary, either by 
the finger or mechanical dilators. The “brush curette” does not 


seem hitherto to have been much used in this country, and is worthy 
of more general adoption. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Causation of Tubal Fcetation. 
Oritz. Zeitschrift. fiir Geburts. u. Gyndk., 1902. Bd. xlviii., Ht. 1. 


LittLE that is certain is known of the causes which lead to the 
settling down of the impregnated ovum in the Fallopian tube. In a 
few cases the ovum has been proved to be prevented from reaching 
the uterine cavity by some mechanical obstruction, such as a fibroid 
tumour compressing the tube or a polypus blocking the lumen, and 
in a few rare instances the ovum seems to have wandered into a 
blind diverticulum. For the vast majority of cases, however, no such 
causes are present, and no satisfactory theory has hitherto been 
advanced to explain their occurrence. Clinical experience strongly 
points to the fact that the condition depends upon some previous 
inflammation of the tube or its neighbourhood, but the manner in 
which the inflammation is effective has not been decided. The peri- 
tonitic adhesions commonly present in these cases have been supposed 
to press upon the tube and so to cause obstruction of its lumen; but 
in many instances where a portion of the tube has been narrowed, or 
its lumen acutely bent, it has been found that the ovum has passed 
through these portions before finally becoming attached in a part not 
obviously obstructed. Inflammatory thickening and edema of the 
walls have been supposed by some to interfere with the peristaltic 
action of the tube, whereas by others they are deemed to be con- 
sequences of the fetation; this latter view is supported by the 
observation that even in uterine pregnancy marked leucocytic in- 
filtration of the tubal wall may be found. Another favourite explana- 
tion has been that a previous salpingitis has led to the loss of the 
cilia of the epithelial lining, but careful observations on fresh speci- 
mens have proved that in most of the cases the cilia are still present 
and active. In the hope of throwing further light upon this question 
Opitz has examined the pregnant tube in 23 cases of early tubal 
foetation. He remarks that it appeared to be useless to examine the tube 
at the situation of the pregnancy, because there the changes due to 


the pregnancy itself are obscured by other secondary lesions. The free 
11 
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portion of the tube, more especially the portion between the ovum 
and the uterus, was in each of the 23 cases made into serial sections. 
In nearly all the cases marked changes were observed in the peri- 
toneal and muscular coats. In the former, old membranous adhesions, 
kinks, narrowed ostium, sub-serous cysts, and psammoma bodies were 
frequently found. The pavement epithelium was cubical or 
cylindrical in patches, and in eleven cases epithelium-lined cysts 
were found that had probably been formed from down-growths of the 
epithelium; in three cases solid spherical bodies appeared to be 
similarly derived. Almost everywhere very wide capillaries and 
larger vessels could be followed close up to the serous membrane. 
The muscular walls varied greatly in thickness in different parts of 
the tube and frequently showed hypertrophy which affected almost 
exclusively the circular muscular layer. Qidema and small-celled 
infiltration were also frequently present. 

The most important changes were found in the mucous mem- 
brane, which was abnormal in every one of the cases. The epithe- 
lium showed little or no change and the cells appeared to have 
retained their cilia. The stroma of the folds of the mucous membrane 
was only normal in two cases; in the great majority it was very firm, 
from the development of fibrous connective tissue or of muscular 
fibres which sprang from the circular layer and ran often as far as 
the summits of the folds. The shape of the folds was altered; most 
frequently they were lower and thicker than normal, and showed 
fewer branches; their ends were often not rounded but angular. In 
some cases the lumen of the tube was widened and the folds pressed 
to the side. Clubbing of the ends of the folds by edema was found 
only in a few cases. 

The most notable and important change in the mucous membrane 
consisted in firm union between the neighbouring folds or between 
the branches of one fold: these unions were not simple loose adhesions 
such as are frequently found in recent salpingitis, but broad fusions 
of the stroma of the neighbouring folds. There were no signs of 
inflammation in the neighbourhood, and no dividing line between 
the folds could be seen; the epithelium was normal in appearance. 


The adhesions therefore appear to be the result of an inflammation 
long gone by. 


The number and extent of the adhesions varied very much in the 
same tube as well as in different tubes. In six instances only a few 


were present, and in two they were numerous only at certain definite 
places. In twelve instances the adhesions were everywhere so 
numerous that on section the folds seemed to form a kind of sieve: 
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Nearer the uterus the folds became smaller, and the adhesions were 
less marked. A consideration of the serial sections showed that as a 
result of these adhesions of the folds, branches of ‘the tubal lumen 
were formed, which often ended blindly in the form of a cul-de-sac. 
It is easy to see how, in the presence of such a condition, an impreg- 
nated ovum may wander into one of these blind alleys, and there 
become arrested and continue its development. Opitz considers that 
by these investigations he has found an explanation of the common 
occurrence of tubal gestation. His observations certainly call for 
further investigation. If confirmation is forthcoming, it follows, as 
Opitz concludes, that in operating for tubal gestation there should be 
no attempt to save the pregnant tube. 
Tuomas WILSON. 


The Source of the Liquor Amnii. 
SryperstEIn. Archiv. fiir Gynik., 1902. Bd. Ixvii., Heft 3. 


Tuts writer brings forward what he regards as a new proof of the 
view that the fetal kidneys secrete urine which is passed into the 
uterus and forms the mass of the liquor amnii. Strassman, in 1899, 
investigated a case of uniovular twins, with poly-hydramnios in one 
amniotic cavity, oligo-hydramnios in the other. Hypertrophy and 
dilatation of the heart, enlargement of the kidneys and hypertrophy 
of the bladder were found with poly-hydramnios, and faulty develop- 
ments of these organs with oligo-hydramnios. The writer records a 
case of abortion at the fifth month of a twin pregnancy. The 
placenta had a double amnion, but a single chorion. Poly- 
hydramnios (63 litres) was the condition in one sac, oligo-hydramnios 
in the other. The kidneys of the foetuses were carefully examined, 
those of the first (poly-hydramnios) being hypertrophied. An 
exhaustive tabular statement showing the relations between the two 
foetuses is given. The writer concludes that the quantity of the 
liquor amnii depends on the urinary activity of the fetus. 


W. E. Foruercit. 


Fibromyomata and Pregnancy. 


Ménevr. Revue Pratique d’Obstétrique et de Pediatrie, 
November—-December, 1902. 


From a study of the statistics of the Clinique Baudelocque for six 
years, during which time 85 pregnancies out of 13,814 were com- 
plicated with fibroids, the author of this-thesis argues that inter- 
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ference is rarely required in the course of pregnancy in a fibro- 
myomatous uterus; 53 women out of the 85 were primipare, and of 
these 47 were over 30 years of age; 67, or 78°57 per cent. went to full 
term or nearly so. In but three cases was there any interference 
during the course of the pregnancy, and as one was an exploratory 
laparotomy, pregnancy was actually interrupted twice only. Further, 
one of these latter was on account of toxemia, thus leaving only one 
case of operation necessitated by the presence of fibroids. There 
were five deaths, two of which could be directly ascribed to the pre- 
sence of the tumours. 


Symptoms of compression formed the most frequent cause of surgical 
intervention. Such symptoms were noted in three cases, and in two 
of these were not severe enough to require operation; the third and 
only serious case was that of a woman three months pregnant, who 
was admitted with urgent bladder symptoms and operated on at once, 
but succumbed five days later from intestinal obstruction. The mere 
presence of signs of compression is not sufficient to warrant surgical 
treatment; this ought only to be resorted to when the patient’s life is 
actually threatened. Fibroids are very rarely the cause of hemorr- 
hage during pregnancy. Treatment for this symptom was called for 
on one occasion at the commencement of labour, when rupture of the 
membranes, and the introduction of a dilating bag proved sufficient 
for its control. No case of suppuration or gangrene of the tumour 
was observed. Three cases ended in abortion, and were un- 
accompanied by any troublesome symptoms; there was no serious 
hemorrhage and no infection. Abortion appears to be scarcely any 
more frequent than in uncomplicated pregnancies, and the con- 
sequences no more serious. Among the difficulties noted at the time 
of confinement were four shoulder and five breech presentations, and 
two cases of prolapse of the cord. Of the shoulder presentations, in 
one the child was born without further trouble after rectification by 
external manipulation; in the other three the children (one of the 
sixth month) did not survive. With careful observation during 
pregnancy this presentation might be changed to one more favour- 
able to the birth of a living child. Of the breech presentations, four 
gave rise to no difficulty ; in the fifth the fibroid made natural delivery 
impossible; the patient was admitted to the hospital in a very grave 
condition from protracted labour, with the child already dead and 
putrefying; Porro’s operation was done but death resulted in a few 
hours. In the cases of prolapsed cord, the pelvis was contracted in 
one and it was necessary to perform basiotripsy; in the other the 
child died a few hours after delivery. Surgical intervention was 
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twice called for during labour ; in one case hysterectomy, in the other, 
the Porro operation, already mentioned, was done. Application of 
forceps was required on 12 occasions, and artificial dilatation of the 
cervix twice. No case of serious post-partum hemorrhage was noted. 
There was one case of septic infection, which proved fatal in seven 
days; this was after an easy breech delivery in which no intra-uterine 
manipulation was necessary. In two cases death occurred in the 
puerperium, one from eclampsia two days after confinement, and one 
from pulmonary complications nine days after labour had been in- 
duced at the sixth month for a condition of hepato-toxemia. 

These observations show that the hypothetical complications 
which may occur during labour or in the puerperium ought not to 
weigh in favour of intervention in the course of pregnancy; careful . 
watching, and readiness to make use of the well-defined technique of 
the abdominal operation, should danger arise, permit of the 
pregnancy being allowed to go to term. 

J. S. FAtRBarry. 


The Occurrence of Pregnancy and Labour after Healed Rupture 
of the Uterus. 


Strocanorr. Zeitschrift. fiir Geburts. u. Gyndk., 1902. Bd. xlviii., 
Ht. 1. 


Tue author publishes two cases in which pregnancy occurred after 
recovery from rupture during labour. In the first case an oblique 
rupture across the anterior wall of the uterus occurred in the fifth 
labour of a woman 26 years of age, with a generally contracted flat 
‘pelvis. After the rupture a dead male child was extracted through 
the vagina by forceps; the abdomen was then opened, the rupture 
sutured, and the peritoneal cavity cleaned of blood clots and 
meconium. The woman recovered, and barely a year had elapsed 
before she was again admitted in the last month of pregnancy; there 
had been no abnormal symptoms during this pregnancy. Labour 
was induced by an elastic bougie; the breech presented with the 
sacrum to the right, but it was so high up that it could not be reached 
with the hand in the vagina until after the membranes were 
ruptured. A foot was brought down, and a living child delivered. 
The interior of the uterus was examined and in the position of the 
former rupture a marked comb-like thickening was observed with 
little prominences at intervals corresponding to the silk sutures that 
had been used to repair the rupture. 

In the second case a woman aged 32, with contracted pelvis, in 
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her seventh pregnancy suffered rupture of the uterus with escape of 
the foetus into the abdominal cavity. She was delivered by laparo- 
tomy. The rupture extended from the left front of the cervix, 
upwards and to the right, to the origin of the right round ligament; 
it was treated by suture and drainage. The puerperium was com- 
plicated by catarrhal pneumonia and suppuration of the left breast. 
The operation took place on February 21st, and in the following July 
conception again occurred, the pregnancy running a normal course. 
The patient was kept under careful observation for the last two or 
three months of the pregnancy, and labour was induced by an elastic 
bougie at the end of the 9th lunar month. On the day before the 
bougie was passed, podalic version by the external method was per- 
formed. Delivery was hastened by bringing down a foot and dragg- 
ing on it. The child was living and measured 48 cms. in length. 
In this case, as in the former, the presenting part of the fetus lay 
high up above the pelvic brim. The puerperium was normal. 

Stroganoff remarks that these cases are likely to be met with more 
and more frequently, and recommends that the patients shall be 
placed under favourable conditions for quick intervention. .The in- 
duction of premature labour will not seldom be required; it may 
also not uncommonly be necessary to hasten delivery, and this may 
often be done with advantage by bi-polar version with subsequent 
extraction. Rupture may occur again, so that every preparation 
should be made to perform laparatomy without delay. 


Tuomas WILson. 


The White Blood Corpuscles in Pregnancy, Labour, and the 
Puerperium. 


Hani. Archiv. fiir Gyn., 1902. Bd. lxvii., Ht. 3. 


THE writer quotes various authorities to show that the hemoglobin is 
reduced in quantity, and the red corpuscles in number, towards the 
end of pregnancy, the white corpuscles being both relatively 
and absolutely more numerous than usual. Hibbard and White 
examined 55 cases. They found a hyperleucocytosis in three-fourths 
of the cases, the condition being most frequent and most pronounced 
in primipare. After labour the number falls, first rapidly, then 
slowly, to normal, a slight increase often being observed about the 
seventh day. The hyperleucocytosis is most pronounced in young 
women, and becomes less and less marked in successive pregnancies. 
The main increase occurs in the number of the polynuclear cells. 
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The writer tabulates the results of his examinations in 36 cases, 
15 multipare and 21 primipare, from 19 to 43 years of age. These 
are very fully discussed, and point to the following conclusions :— 
1. During the last days of pregnancy the white corpuscles increase 
somewhat in number. 2. With the onset of labour a fairly marked 
hyperleucocytosis occurs. 3. This hyperleucocytosis depends upon 
increase in the number of polynuclear neutrophil cells. 4. During 
the puerperium the condition passes off, a return to the normal 
condition being accomplished within a week. 


W. 1. Forwerci.t. 


The Medical Indications for the Induction of Labour, considered . 
in Relation to the Method of Procedure. 


Bossr (Prof. L. M.), translated by Avpron (Dr. P.). L’Obstétrique, 
November, 1902. 


THis paper was read by the author at the Congress at Rome, in 
September, 1902. Dr. Bossi claims that it is not possible to lay down 
general indications for the induction of labour; each case must be 
considered on its merits, with due regard to the surroundings and 
general circumstances. These, however, are the fundamental prin- 
ciples, namely, when the life of the mother is likely to be sacrificed, 
unless the uterus is at once emptied, as for example in septicemia 
with a dead foetus, in grave pneumonia or eclampsia; or again when 
the illness, such as tuberculosis or cardiac disease, is such as to make | 
one fear that the patient will not at full term have strength to go 
through the labour; in such cases induction of labour is indicated. 
The methods hitherto in use have not been such as to lead to such an 
extension of the practice as is now justifiable; such methods as those 
of Kiwisch, Tarnier, Barnes, Krause and others named, are in- 
adequate. The introduction of a sound is uncertain, or at least often 
tedious in action, and the action of Barnes’ bags and digital dilata- 
tion are also slow or uncertain. Incisions of the edge of the os are 
dangerous and, where the whole cervical canal still remains useless. 
The metallic dilators used have been rather gynecological than 
obstetric instruments. Tarnier’s instrument, for example, is not 
really a dilator but rather an exciter or accelerator of dilatation, as 
Tarnier himself admitted at the Geneva congress. 

Bossi accordingly claims that he has introduced not merely a new 
instrument but anew method into obstetric practice. To be of practical 
use the instrument and method must be applicable anywhere and in 
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any practitioner’s hands, in hospital or in cottage, with or without 
skilled assistance. His instrument is a four-bladed dilator, with the 
shanks so crossed that they do not over-distend the vagina even when 
the cervix is fully dilated. The points are fine enough to enter an 
undilated cervix—they should be guarded by pieces of rubber drain- 
age tubes,—where the os is already somewhat patulous the points are 
thickened with metal plates fitted on. The instrument, sterilised by 
boiling, is introduced best without a speculum, guided by the fingers 
of the left hand, and in withdrawing it—and also during the dilata- 
tion—it should be guarded in the same way. The blades are separated 
by means of a screw externally with the other hand. If the head 
interferes with the introduction it must be pushed up. In dilating, 
operate as slowly as the urgency of the case permits; if possible allow 
one or more pains to intervene between each turn given to the screw 
handle. The amount of dilatation can be read off on a dial, and 
should be about 9 centimetres (34 in.) of diameter, more or less 
according to the size of the foetal head. The actual dilatation can be 
done in as little as seven minutes, but except in emergency should take 
about an hour or an hour and a half. The dilatation invariably sets 
up uterine action which itself assists the dilatation. As soon as this 
is complete the foetus should be at once extracted, by forceps for 
choice, as the os tends to contract again if left alone, and might easily 
delay an after-coming head. This instrument, accordingly, may be 
used to induce labour merely, or to carry out an accouchement forcé. 
It may even be used to dilate a tetanically contracted cervix with a 
retained placenta. By this method the indications for Cesarean 
section are restricted, for it is available in eclampsia. It has been 
successfully adopted by Leopold, who reported a series of cases in the 
Centralbl. fiir Gyndk., 1902, and has been commended by Simpson, 
Macnaughton-Jones, Chrobak, Zweifel and others. 


E. H. LAwrence OLIPHANT. 


Forcible Dilatation of the Cervix by Bossi’s Dilator. 
LepERER. Archiv. fiir Gyn., 1902. .Bd. Ixvii., Heft 3. 


THE instrument used by this writer is 41 cm. long and weighs 
940 grammes. Its three blades are 2} c.m. in length. A scale shows 
the width to which the blades are separated at any moment. 
Leopold reported 17 cases in which dilatation was secured on an 
average in 20—30 minutes. Twelve were cases of eclampsia, all of 
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which recovered. He employed a four-branched instrument. The 
present writer details ten new cases. The indications for dilatation 
were placenta previa (1), inertia uteri and rigid cervix (2), phthisis 
(1), eclampsia (5), premature induction of labour completed (1). 
Four of the five cases of eclampsia recovered, the other died of 
pyemia. The autopsy revealed injuries to the cervix. As to the 
mortality in the ten cases, one mother died in hospital, and another 
was moribund when admitted. Only two children were born in good 
condition. Three were asphyxiated, and were restored, but soon died. 
Perforation was done in four cases. The writer thinks the cervix 
contracted as soon as artificial dilatation ceased, and advises carrying 
the process farther than appears necessary so as to avoid the risk of 
this complication. In these cases seven minutes was the shortest, 
and 30 minutes the longest periods occupied in dilatation. The 
average time was 20-25 minutes. Extensive injuries due to the 
instrument were not observed. Hematoma and torn perineum in 
one case are remarked as caused by the forceps. The writer regards 
eclampsia as the special field of utility for Bossi’s dilator. Its 
advantages ever hydrostatic dilators are said to be (1) independence 
of any preliminary dilatation; (2) certain asepsis; (3) rapidity. 


W. E. ForHerci1. 


Rapid Dilatation of the Cervix by Bossi’s Dilator. 
Keirer. Archiv. fiir Gyn., 1902. Bd. Ixvii., Ht. 3. 


Bossi introduced his dilator at the Berlin Congress in 1890. Similar 
metallic dilators have since then been constructed by Tarnier and by 
Schwarzenbach. The writer argues the case for and against hydro- 
static dilators, and proceeds to recount 15 cases in which he has 
used Bossi’s recent improvement with four branches instead of the 
three which composed the original instrument. In six cases the 
cervix was more or less canalised, and dilatation was completed in 
from 10 to 30 minutes, or an average of 17 minutes. In the other 
seven cases the os internum remained palpable to some extent, and 
dilatation occupied from 7 to 44 minutes, on the average 28 minutes. 
This shows the difference between mechanical dilatation with pains 
and the same process in the absence of pains. The cervix cannot be 
canalised by the mechanical dilators alone. Bossi’s dilator, however, 
sets up uterine contractions, and has, in fact, the so-called “ dynamic 


action” which used to be mentioned in connection with the forceps. 


The membranes broke during dilatation in five cases, active pains 
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being present at the time of rupture with one exception. In two 
cases the small foetal head became fixed between the branches of the 
instrument, demanding their temporary removal. The writer met 
with no accidents during the use of the dilator, but he does not agree 
with Leopold that it should be in the bag of every practitioner. On 
the other hand, he thinks it should only be used by skilled and 
experienced obstetricians. He considers Bossi’s invention to be an 
important advance in midwifery, and thinks it specially valuable in 
eclampsia. This was the indication for dilatation in nine of his own 
cases, seven of which ended favourably. Knapp reports a case in 
which Bossi’s instrument, in spite of slow and careful dilatation, 
produced a bad tear of the cervix. Bischoff reports two cases in 
which there was tearing extending into the parametric tissues. The 


writer of the present paper evidently blames the operators rather 
than the instrument. 


W. EK. Foruercixt. 





Remarks on Two Cases of Symphyseotomy. 


CristEanv. Annales de Gynéc. et @Obstét., August, 1902. 


THE author remarks upon the increased number of operations of this 
nature and of the diminished maternal and fetal mortality, and 
reports two cases :— 

Caszt 1. The patient was et. 27. Four previous instrumental 
deliveries; all the children dead. Cesarean section was advised if 
she became pregnant again. On admission, July 28, 1900, the patient 
was in labour; cervix fully dilated; child alive. The head was fixed 
at the pelvic inlet ; Obstet. Conj.=8'5 cm. (3}in.). Rigorous antiseptic 
treatment was applied to the external organs and skin, and hot 
vaginal injections of 1—4000 sublimate solution were given each hour 
before the operation. Two hours after complete dilatation of the 
cervix, high forceps were applied for 10 minutes without result. The 
forceps were left in situ and symphyseotomy by open incision was 
then performed. On separation of the thighs 4 centimetres of 
divergence was measured between the pubic bones. The child was 
then easily extracted with forceps. A cup-shaped depression was 
found upon the right frontal bone. The child weighed 3,950 grammes. 
BiP. Diam. 10 em. (4 in.). Bil. Diam. 85cm. The integuments 
were closed by eight horse-hair sutures, and a simple T-bandage 
applied. The catheter was used thrice daily after the operation. 
The sutures were removed on the tenth day. Union was by first 
intention. Movement was re-established on the 15th day. On the 
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20th all movements were made without constraint or pain. She left 
the hospital 30 days after the operation. The depression on the 
child’s head remained permanent. On leaving, the Obstet. Conj. 
measured 87 cm., there was movement of the pubic bones upon 
one another, but without pain. The gait was normal. 

CasE 2. A woman, et. 32. Five previous confinements, very 
difficult; two forceps cases, children dead; three living children. 
Admitted September 6, 1900, in labour with sixth child. Cervix 
completely dilated. Head above the brim; Obstet. Conj.=8'3 em. 
The membranes were ruptured artificially ; liquor amnii stained with 
meconium. ‘T'wo hours afterwards the head was still above the brim, 
the foetal pulse frequent, and the uterine contractions violent. The 
urine contained much albumen. Under chloroform high forceps: 
were applied, but the head could not be got to engage. The forceps 
were then left in situ, and symphyseotomy performed. Traction was 
then made on the forceps, and on separating the thighs a live child, 
weighing 3,450 grammes was extracted. BiP. Diam.=9°5 em. 
BiT. Diam.=8cm. There was some uterine bleeding, but none from 
the region of the wound. The integuments were then sutured, and 
antiseptic dressings and a T-bandage applied. The catheter and a * 
vaginal injection were used every four hours. Seven days afterwards 
there was pain and swelling of the left leg, and thrombosed vessels were 
made out in Scarpa’s triangle and the popliteal space. The sutures 
were removed on the eighth day, when the wound was found to have 
healed by the first intention. The edema of the leg disappeared on 
the 25th day, and the woman and infant were discharged well on the 
30th day. The Obstet. Conj. on leaving was 87 cm., gait normal. 
Some little mobility of the pubic bones was noted. 

In describing the operation, the author lays stress upon the relation 
of the foetal head to the pelvis in such cases, the size of the foetal head 
and the possibilities of moulding being important. Therefore mere 
pelvic measurements cannot always be relied upon. The writer 
applies forceps in such cases, and these failing, he is at once prepared 
to do symphyseotomy. The open incision is practised, which begins 
3 em. above the symphysis and descends by the side of the clitoris 
nearly to the triangular ligament. The soft parts are held aside, and 
the symphysis is divided by an ordinary bistoury, a finger of the left 
hand acting as a guide. The skin wound only is closed by sutures. 
Very few instruments are required, a bistoury, forceps, two retractors, 
a needle and two forcipressure forceps being sufficient. Forceps are 
indicated before symphyseotomy is attempted, and are left on during 
the operation. Previous infection of the mother is not a contra- 
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indication to the operation. Only superficial sutures are needed. 
Deep sutures of the ligaments or bones are absolutely useless. No 
special bandaging of the pelvis or any apparatus of this nature is 
required. Further, the author thinks that it is unnecessary to keep 
the pelvis immobile or the thighs bandaged, after the operation, and 
that slight movement is even beneficial. Some permanent enlarge- 
ment of the Obstet. Conj. (4 mm.) in Cristeanu’s two cases was 
observed. Results nil from the position of Walcher. 


C. Hvusert Roperts. 


Spontaneous Rupture of the Uterus During Labour. 


LAFOURCADE (J.). 






Gazette Médicale de Paris, December 15th, 1902. 


Tue patient was a woman of 42, in her 5th confinement; her previous 
labours had been unusually long and tedious, but had all terminated 
spontaneously. There was no evidence of rickets, or of abnormality 
of the pelvis. There was no albumen or sugar in the urine. During 
the 5th to the 8th month of pregnancy, the patient had suffered from 
influenza with pulmonary complications. The membranes ruptured 
about 1} hours after the onset of labour; the pains were not very 
strong; the vertex presented. After being in labour about 24 hours 
the patient experienced a tearing sensation in the abdomen, with 
severe stabbing pain followed by cessation of uterine contractions. 
On examination per vaginam the presenting part was no longer felt, 
while through the abdominal wall the fetal parts could be made out 
very distinctly. The foetal heart was not heard, and there was no 
external hemorrhage. The patient was pale, with cold extremities; 
the pulse was 120. 

As it was evident that rupture of the uterus—with escape of the 
foetus into the abdomen-—had taken place, the patient was removed 
to hospital for immediate operation. As soon as the abdomen was 
opened, a hand presented at the wound, and a full-term child, slightly 
larger than normal, was extracted; the placenta was found lying 
behind the pubes and was also removed. The uterus was then drawn 
out of the wound, and compressed while the blood and sebum was 
sponged out of the peritoneal cavity. An extensive rupture of about 
18—19 em. in length was found involving the lower segment of the 
uterus on the left side and anteriorly. The peritoneum had been 
detached above the bladder and that organ pushed up towards the 
pubes. The parietal peritoneum on the left lateral wall of the pelvis 


was raised up by a large effusion of blood. In view of the ragged 
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and bruised condition of the rupture, and of the extensive cavity 
formed by the stripping up of the peritoneum, it was decided to 
remove the uterus by supra-vaginal amputation. This was done, and 
the peritoneum sewn over the stump, the whole operation lasting 
about 50 minutes. Drainage was effected by the vagina and through 
the lower angle of the abdominal wound; the patient suffered 
considerably from shock, but eventually made a good recovery. 
Histological examination of the uterine wall showed in parts the 
appearance of an interstitial myositis. 
J. S. Farrparrn. 


On the Treatment of Eclampsia. 
Osrrem. Archiv. fir Gyn., 1902. Bd. Ixvii., Ht. 3. 


A¥YTER reviewing recent attempts to explain the causation of 
eclampsia, the writer concludes that the results of these are all 
negative, and that the treatment is still empirical and blindfold. He 
goes on to record 92 observations made in Prague between 1876 and 
1901. Of these 15 died—a mortality of 16 per cent. There was twin 
pregnancy in 9 cases, with 4 deaths. Of the 80 primipare, 12 died= 
15 per cent. mortality. Of the 12 multipare 3 died (25 per cent.). 
Of the 92 cases, 19 were ante-partum, 56 intra-partum, and 17 were 
post-partum. The mortality was 38 per cent. in ante-partum cases, 
9 per cent. in intra-partum cases, and 13 per cent. in post-partum 
cases. Four of the patients died of sepsis and one of hemorrhage. 
These are not included by the writer in estimating the mortality from 
eclampsia. <A table of the 92 cases shows that the number of fits 
occurring in any case does not afford any true criterion of the gravity 
of the case. A similar table shows the quantity of albumen in the 
urine to be of no importance in prognosis. In 25 carefully recorded 
cases the albumen disappeared completely in less than ten days after 
labour, the urine being free, in most of them, after two or three days. 
Such transient albuminuria the writer ascribes to mere circulatory 
disturbance and not to any inflammatory process. The most 
important feature in prognosis is the degree of oligo-uria present. 
For practical purposes the writer considers cases of eclampsia in 
three groups:—1l. Those in which one or two fits occur during 
labour and in answer to some reflex stimulation such as obstetric 
manipulations. In these treatment is unnecessary. 2. Those which 
end fatally and show on autopsy old lesions of the heart and kidneys. 
or other organs. No treatment will save these. 8. Those in which, 
if fatal, the ordinary pathological changes are seen (degenerations, 
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thromboses, hemorrhages in liver, kidneys, brain, etc.). In these, 
treatment may alter the course of the disease. This third class, 
therefore, is the one which must be considered from the therapeutic 
standpoint. There are two lines of treatment, the expectant, in 
which the use of morphia and other narcotics is the main feature, 
and the active, in which the object is to empty the uterus per vias 
naturales or by Cesarean section. The active treatment, followed by 
success in 89—93 per cent. of Diihrssen’s cases, has not given such 
good results in any other hands, though Zweifel concludes that the 
mortality is 32 per cent. with expectant, and 15 per cent. with the 
active treatment. ‘Turning to his own cases, the writer points out 
that of 8 severe cases actively treated 5 died, delivery being followed 
by an average of five fits. In 31 similar cases handled expectantly 
8 died, the average number of post-partum fits being three. Regard- 
ing all the cases, without respect to their severity, active treatment 
gave a mortality of 24 per cent., expectant treatment a mortality of 
19 per cent. Schauta had similarly unfavourable results from the 
active treatment. ‘It is an undoubted fact that in the majority of 
the cases the attacks recur after delivery, and that even in those 
cases which have been taken in hand at the onset there has very 
often been a fatal result.”” Narcotics, the author considers, are used 
merely to gain time—to postpone the evil. Even chloroform has to 
be given very freely to actually stop the attacks. He objects to 
putting fresh poison into the already poisoned patient. Potassium 
bromide, he considers, should be a more rational drug than the more 
popular morphia and chloral hydrate. Potassium iodide is advised 
by Balle. Out of 17 women to whom it was given only three died. 
Hot packs are approved as an adjuvant to the expectant treatment. 
Venesection is an old method. Displaced for a time by the use of 
morphia and chloroform, it is now returning to favour. It is said 
to remove poison and to lower arterial tension. The writer holds 
that its great value is as a prophylactic against cerebral hemorrhage, 
so frequent a cause of death in eclampsia. It was employed in 138 of 
his cases. In four it was followed by immediate improvement; in 
three this could not be noted, but recovery followed. The other six 
died. All the 153 cases were very severe. In four of the fatal cases 
saline injection was also used. This method was tried in two other 
cases, which recovered. The writer thinks it has no direct influence 
on the disease. 


W. E. Foruercity. 
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The Ophthalmia of Newly-born Children. 


Bucuanan (Lesxie). The Scottish Medical and Surgical Journal, 
November, 1902. 


From 20 to 25 per cent. of the blind population of Great Britain 
have been brought to their present condition by this disease, but 
owing to a better understanding of its nature, and of the means 
whereby it may be prevented, the incidence of the cases is gradually 
diminishing. Thus at the Glasgow Eye Infirmary, in the year 
1860, cases of ophthalmia neonatorum constituted 1‘7 per cent. of 
the total cases treated, whilst in the year 1899 they represented only - 
0°5 per cent. 

The commonest time for the onset of the symptoms is the third 
day after birth; they may, however, not be noted for a month or ten 
days. Both eyes are almost invariably affected though not necess- 
arily simultaneously. The earliest sign is usually a spot of pus-like 
discharge at the inner canthus, this is followed by congestion and 
cedema of the eyelids; the upper lid is usually more swollen than the 
lower, and so comes to overlap it, the two lids being often sealed 
together by dessicated discharge. The pus is of a creamy colour, 
occasionally yellow or greenish in shade; it contains threads of puro- 
fibrinous exudation which clings to the conjunctiva with great 
tenacity. 

To wash out the eye the child’s head must be fixed, and the 
manipulations must be conducted with the greatest care, for a sudden 
increase in the intra-ocular tension may be accompanied by rupture 
of a deep corneal ulcer. There is less danger of this accident if the 
lid be everted by means of a retractor, but the use of this instrument 
prevents the exposure of the retro-tarsal fold. It is absolutely 
necessary that the cornea should be seen every day, at no matter 
what expenditure of trouble, patience and time, for an ulcer of the 
cornea may develop and penetrate in a comparatively few hours. 
The disease, in spite of all treatment, persists for a fortnight to 
three weeks, and in many cases a discharge continues for from one 
to two months. Signs of amelioration are seen in the diminution of 
the discharge, lessening of the cedema of the lid, and the occasional 
opening of the eye. 

With regard to the causation, statistics show that almost without 
exception the mother is the subject of some discharge from the 
genito-urinary tract, and in something like 80 per cent. of the cases 
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the gonococcus can be demonstrated in the conjunctival discharge. 
Many other organisms are also present: diplococci, staphylocci and 
bacilli. 

Occasionally the disease is accompanied by manifestations of a 
general affection, such as meningeal and cerebral symptoms or 
swelling of the wrists, ankles and knees. The prognosis depends 
largely upon the time and the manner in which the treatment is 
carried out, a favourable result is obtained in 75 per cent. of the 
cases. Ulceration of the cornea, with a subsequent opacity, does 
not necessarily mean loss of vision; such opacities may clear up in 
the course of months. In cases in which sloughing of the cornea has 
taken place there is no hope of vision, but the eye should not be 
removed, as such a procedure will interfere with the development of 
the orbit. 

Treatment is considered under three heads :— 

Prevention. Cleansing of the maternal parts before labour, and 
the dropping of a solution of nitrate of silver (} per cent.) into each 
eye of every child which is born. 

General attention to diet and to the hygienic surroundings of the 
child. 

Local thorough irrigation of the eye with antiseptic solutions, 
perhaps the best of which is 1 in 8,000 bichloride of mercury solution ; 
should ulceration of the cornea occur, touching the edges and floor 
of the ulcer with the actual cautery, For corneal opacities painting 
with protargol and the use of atropin or eserin, according to the 
necessity of the case. 

H. WituraMson. 


Traumatic Keratitis in the New-born. 





Tuomson (W. Ernest). Transactions of the Ophthalmological 
Society of the United Kingdom. Yol. xxii., 1902. 


Tue author records three cases of keratitis in the new-born. In each 
instance there was a history of a difficult forceps delivery in a case 
of contracted pelvis, with some bruising of the upper eye-lid and sub- 
conjunctival hemorrhage; the injury having apparently been caused 
by the forceps. 

The condition was noticed soon after birth; the cornea appeared 
hazy and opaque, making observation of the pupil difficult; surface 
lustre was lost and on magnification the opacity was seen to be 
superficial, and composed of flocculent, closely packed spots; there 





Current Literature: Gynecology 169 


was no trace of corneal vascularity and the pupil was active. In the 
course of three months the opacities underwent a remarkable change, 
and a white linear scar was found extending almost vertically down- 
wards across the cornea; on each side of this sharply-marked line was 
a haze of much less intensity most marked near its centre. In one 
case seen a year after the injury, the scar was still visible but rapidly 
— H. WIL1iiaMson. 


GYNAECOLOGY. 


The Lymph Glands in Uterine Cancer. 
Gettuorn (GrorGce). American Gynecology, November, 1902. 


In this paper Gellhorn has made an exhaustive survey of the litera- 
ture of the subject, in order to throw some light on the question of 
the necessity for the abdominal extirpation of the glands and para- 
metrium in cases of uterine cancer. After reviewing the normal 
anatomy of the lymphatic apparatus of the female pelvis, he dis- 
cusses the mode of extension of uterine cancer, and its metastases 
and recurrences. Though the principal extension takes place by way 
of the lymphatic system, the involvement of the lymph glands does 
not necessarily take place early. In about one-third of all cases, the 
regional glands in the pelvis are affected ; this, as a rule, occurs when 
the primary cancer has extended into the parametria or other ad- 
jacent structures, and rarely in the incipient stages of the disease. 
The nerve trunks may be attacked by way of the lymph radicles and 
lymph spaces of the nerves; in this way the plexus sacralis may be 
invaded. Cancer of the vaginal portion exhibits the tendency to 
spread to the vagina or to the paravaginal tissue, whence it invades 
by continuity the pelvic connective tissue. Extension upward into 
the uterus or outward to adjacent organs, such as bladder and rectum, 
is observed, but is rather generally admitted to be uncommon. In 
addition, the process may extend to the lymph glands. 

Most authors agree that in cancer of the cervix (adeno-carcinoma) 
the disease, as a rule, extends in a horizontal direction outwards 
through the walls of the cervix, or upward into the body, but rarely 
downward toward the vagina. The pelvic glands also become in- 
volved, and proportionately earlier and more frequently than in 
cancer of the vaginal portion. In cancer of the body, the tendency 
of the growth is to remain confined to the uterine cavity, and but 


slowly to penetrate its walls. The whole organ may be degenerated 
12 
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into a malignant mass, and yet show no evidence of metastases, or of 
disease beyond its limits. Recurrence after operation takes place in 
four-fifths of all cases in or near the cicatrix in the vagina, while it 
occurs in only one-fifth in the glands. Abdominal radical operation, 
with removal of the pelvic glands, strives to lessen the high per- 
centage of recurrences, but so far has not been able to attain the 
desired goal. This deficiency mainly depends upon anatomical and 
technical difficulties in the routine ablation of pelvic glands. Nearly 
all post-mortem records have so far shown that whenever carcino- 
matous glands were removed during operation, other involved glands 
were almost invariably overlooked. The ablation of the lumbar 
glands, on account of their anatomical situation, must be conceded to 
be impracticable. The difficulties of extirpation of cancerous glands 
from their firm attachment to blood vessels and other structures in 
the pelvis, constitute another weighty argument of the adversaries of 
the radical operation. Also this procedure with its great and mani- 
fold dangers, has been found unnecessary in a large number of cases. 
as there were no diseased glands anywhere within the pelvis. So far, 
the final results of the abdominal operation do not justify the opti- 
mistic expectations of its advocates. Winter compiled 108 cases of 
11 operators with 41°6 per cent. of recurrences within the first or 
second year, and yet a large number of these cases had been operated 
on too recently to allow this percentage to be used in considering the 
value of the operation. The primary mortality plays one of the 
most important parts in estimating the value of any operation, but 
this operation is still too young to permit the mortality to be taken 
into consideration. Practical experience will demonstrate in due 
time whether the number of recurrences is lessened, and whether the 
high mortality can be diminished. Only he who is in control of a 
large operative material can help to elucidate this point. Meanwhile 
others have no reason to perform the abdominal radical operation as 
a routine method. 

A very extensive bibliography of over 100 references to recent 
literature accompanies this paper. 


J. S. FAtrRBAIRN. 








Hydrosalpinx as a Tumour, and not a Result of Inflammation. 
Rro-Branco anp Descomrs (Pierre). Bulletins et J/émoires de la 
Soc. Anat. de Paris, June, 1902. 


Nor many years ago, before abdominal surgery had thrown so much 
light, in more senses than one, on diseases of the tube, it was largely 
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believed that hydrosalpinx signified a distinct and essential stage of 
salpingitis, and was followed, should morbid conditions continue, by 
pyosalpinx. It is now known that pyosalpinx is often primary, and 
that a hydrosalpinx, when it becomes a pyosalpinx, usually 
undergoes that change through accidental infection from without, 
especially through intestinal adhesions, the suppuration being in no 
sense a continuation of a primary salpingitis which caused the 
development of the hydrosalpinx. Recent researches have thrown 
doubt on the essentially inflammatory origin of bydrosalpinx. That 
the ostium becomes sealed up and the uterine end strictured by 
inflammatory exudations there can be little doubt when salpingitis 
and perimetritis can be proved, but sometimes there is no evidence 
of any local inflammation. Rio-Branco and Descomps recently - 
exhibited a specimen of double hydrosalpinx before a French society. 
There was no clinical history nor anatomical or pathological evidence 
of pelvic inflammation of any kind. The patient had been subject to 
occasional metrorrhagia for three years. An abdomino-pelvic tumour 
developed, and caused ‘severe pressure symptoms interfering with 
defecation and micturition. The right tumour formed a dense 
pelvic cyst of the size of a fetal head impacted in the pelvis, pushing 
the uterus upwards and forwards; the left lay in the abdomen, 
reaching as high as the umbilicus. Both were removed, the ovaries 
appeared healthy and were sound. It is just possible that the ostia 
of these cystic tubes might have been sealed up by lymph during a 
localised attack of pelvic peritonitis many years before the operation. 
The present writer has already demonstrated this ‘ perimetritic 
closure of the ostium” which may cause a hydrosalpinx essentially 
inflammatory in origin to develop though the tube itself had never 
inflamed. There is probably, however, a non-inflammatory type of 
hydrosalpinx, especially in subjects which are sterile, the cause of 
the sterility in such a case being obvious. The ostium is, we may 
conclude, the seat of a congenital stricture, or has perhaps never 
developed at all. Dilated tubes are met with before puberty. Still 
even under such conditions we cannot exclude the possibility of 
inflammation as the cause of the hydrosalpinx. In Chaffey’s case of 
pyosalpinx in a child (7'rans. Path. Soc., Vol. xxxvi., p. 303) there 
was universal tubercular peritonitis, so that the pyosalpinx could not 
be defined as a suppurating hydrosalpinx of non-inflammatory origin. 
Quarry Silcock’s case (Jbid) must be looked upon in the same light, 
“the Fallopian tubes were enormously distended with caseous 
material . . . both tubes were surrounded by old fibrous adhesions.” 
More research is needed to throw light on the distinction between 
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hydrosalpinx due to inflammatory changes inside or outside the tube 
and hydrosalpinx caused by non-inflammatory conditions. 
AxBaN Doran. 


A Case of Primary Carcinoma of the Fallopian Tube. 
Grazre. Centralblatt fiir Gynik., December 21st, 1902. 


ORTHMANN first demonstrated this condition in 1888. Since then 
fifty-two cases have been published. The tube is far less frequently 
the seat of primary carcinoma than is the ovary or the uterus. The 
details of Graefe’s case are as follows. The patient was aged 51 years, 
she had been married twenty-two years, and had never been pregnant, 
For nine months the menses had been profuse, occurring every three 
weeks and lasting nine days. For six weeks there had been a copious 
sanguineous discharge. The subjective symptoms were headache, 
giddiness, anorexia and strangury. The patient was anemic. On 
examination the uterus was retroflexed and bulky, behind and below 
the uterus lay an elastic sausage-shaped tumour, the size of a fist. 
From the external os a mucous polypus projected. Hydro- or 
pyosalpinx was diagnosed. On account of the blood-stained watery 
discharge, tubal cancer was thought of and laparatomy advised. The 
patient refused to submit to operation and hydrastis was given, and a 
Meyer’s ring inserted. The bleeding was checked by hydrastis, but 
ten weeks later the tumour was found to be enlarged; the general 
condition, however, had improved, and the periods lasted only three 
days. 

The patient was under Graefe’s observation from September, 1899, 
until May, 1900. She then disappeared until February, 1902, when 
she came again, complaining of a yellow discharge which had lasted 
for three months, and also of having suffered a week previously from 
sudden pelvic pain and obstinate constipation, and for a few days had 
she been unable to walk. Onexamination the tubal condition was found 
to have remained stationary, the uterus was smaller, and on its right 
lay a somewhat mobile rounded tumour the size of a child’s head. 
Laparatomy was performed on the 15th of February, 1902. The 
right-sided tumour was found to be an intra-ligamentary ovarian 
cyst. On the left was an adherent tubal sac, the shape of a tobacco 
pipe. It had all the appearances of a hydrosalpinx with thin walls. 
The patient recovered from this operation and eight months later was 
well. 

On opening the sac, clear serous fluid escaped, and at the 
ampullary end was seen a papillary growth, the size of a horse 
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chestnut. Microscopically the growth on the free side towards the 
lumen of the tube presented an abundance of villous processes, each 
with a large vessel in its centre. In many villi the cylindrical 
epithelium was arranged in a single layer in contact with the sheath 
of the central vessel; in others, strong fibrous tissue intervened 
between the contained vessel and the clothing epithelium. The 
nearer the attachment of the growth to the tube wall the closer lay 
the papillary processes to one another. 

Finally, here and there a complicated mass of tortuous and 
straight epithelial columns was seen, between which the supporting 
fibrous stroma was for the most part scanty and thread-like. In 
places the villi blended to form spaces resembling cancer-alveoli. 
The malignant character of the growth was shown by the invasion of ~ 
the tubal wall by epithelial elements. No metastases were found. The 
serosa of the tube was not invaded so that a permanent cure was 


hoped for. 
CurHBERT LOCKYER. 


Large Lipoma Arborescens of Omentum. 


PéRATRE (Mavricr). Bulletins et Mémoires de ta Soc. Anat. de Paris, 
June, 1902. 


Tuts case is of interest for two reasons. In the first place, it 
resembles in certain respects the cases of retro-peritoneal lipoma 
which were reported in this Journat last September (Vol. IT., p. 244), 
though it appears that clinically and surgically the tumour was intra- 
peritoneal, like a cyst of the omentum, whilst pathologically it was 
retro-peritoneal, a distinction fully explained in the communication 
just mentioned. Secondly, though the tumour was of great bulk, 
causing extreme distension of the abdomen, it was pathologically 
identical with a “lipoma arborescens,” a small bunch of minute 
lobules of fat such as develops on the synovial membrane of the 
knee-joint. 

The patient was a woman, aged 52, married 28 years; three years 
later perimetritis occurred after a difficult labour, and attacks of 
pelvic inflammation often set in during the next fifteen years, then 
the pelvic symptoms disappeared after local treatment. The meno- 
pause was complete at the age of 46. It appears that when she was 
22, two years before her marriage, the patient suffered from pain in 
the right side of the abdomen, and a doctor diagnosed ovarian cyst. 
Nothing more was reported about abdominal enlargement until the 
patient reached the age of 49, then the abdomen steadily began to 









174 Journal of Obstetrics and Gynecology 


swell, and when observed had attained large proportions, the circum- 
ference at the level of the umbilicus was 41 inches. Contrary to 
what is the rule in tumours of pelvic origin, the distance between the 
ensiform cartilage and umbilicus (10 inches) was longer than the 
space between the umbilicus and pubes (8} inches), nevertheless there 
was resonance on percussion for several inches below the ensiform 
cartilage, whilst the tumour, consisting of rather firm masses, could 
be defined on palpation chiefly in the left iliac region. The uterus 
was pushed down, but free and moveable; the fornices were empty. 
The urine contained sugar. Péraire removed the tumour. The 
peritoneal cavity held some free fluid full of globules of fat, which 
made the hands of the operator and assistants very slippery, interfer- 
ing with important manipulations, especially ligature. The tumour 
nearly filled the abdomen; it occupied the great omentum and 
involved the mesentery, though to what extent we are not informed. 
The operator found that there was no true pedicle; numerous silk 
ligatures had to be used, the base of the growth being tied off in 
segments. The genito-urinary tract was free from disease. Drainage 
was maintained for a fortnight, as oily fluid came away freely, but 
convalescence was not much retarded. The tumour weighed 153 lbs. ; 
it was of flabby consistence, and made up of very minute fatty 
lobules. The omental portion was found encapsuled between two 
layers of omentum, which seems to imply that the tumour was 
congenital, since the layers are completely fused in the adult; the 
fatty mass also bore a kind of capsule of its own. The portion which 
invaded the mesentery bore no such capsule. The relations of the 
omental portion showed that this tumour could not have originated 
from an epiploic appendix, as in cases recorded by Cornil, Ranvier 
and H. Delagéniére; to such growths Virchow gave the name 
“ polypous lipoma.” In this case the patient suffered badly from 
local and general pressure effects. 

ALBAN Doran. 


Fibro-lipo-myxoma Sarcomatodes Retroperitoneale. 
Kwaver. Centralblatt fiir Gynik., November 23rd, 1902. 


TuE patient was married, aged 46, nulliparous, menopause occurred 
two years previously. She had been losing strength and becoming 
emaciated for the last year, whilst the abdomen had been increasing 
in size. For one year the patient was watched by her doctor, who, 
in spite of increase in size of the abdomen advised against operation 
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on account of tachycardia. On admission the pulse frequency was 
132 beats per minute, but was otherwise regular and of good quality, 
there was no sign of valvular disease or degeneration of heart muscle, 
and the increase in frequency was regarded as congenital. The 
abdomen was enlarged asymmetrically, the swelling being more on 
the right side than on the left; a swelling also presented in the 
epigastrium. On the right side a tumour reaching from the 
umbilicus to the ribs and downwards into the pelvis was made out. 
Its surface was smooth and its consistence elastic. It was slightly 
moveable from side to side. To the left of this tumour, separated 
from it by a deep sulcus, was a swelling of similar consistence and the 
size of two fetal heads; this reached upwards to the ribs, outwards into 
the lumbar region, and inwards to within three fingers’ breadth of the ~ 
navel. Its lower border was palpable and the whole tumour moved 
with respiration. The splenic dullness was distinct from the upper 
part of the mass. The lower border of the liver was palpable on the 
right side. A third tumour was palpable in the epigastrium, it also 
moved with respiration and was. smooth and elastic; it ascended 
behind the lower ribs and the ensiform cartilages. Per vaginam a 
small anteflexed retroposed uterus was felt. The lower pole of the 
right-sided tumour was felt to occupy the right half of the pelvis, 
its connection with the uterus could not be proved, nor could the 
adnexa of either side be distinguished. There was no free ascites; 
the urine was normal. The diagnosis lay between multiple echino- 
coccus, and double ovarian, cysts with echinococcus of the left lobe of 
the liver; malignant disease was not thought of. Under one month’s 
observation, the growth had not increased in size. At the operation 
it was found that the three swellings were the three lobes of one 
tumour which was situated behind the peritoneum. The entire mass 
weighed 7 kilo; histologically the tumour was composed of fibrous, 
myxomatous and fatty tissue, the fibrous tissue was here and there 
very cellular and showed also bundles of spindle cells. 

Clinically the retroperitoneal situation of the growth could not 
have been determined, especially as two of the masses moved with 
respiration, the latter fact was explained in that the lobes had pushed 
forwards into the peritoneal cavity so as to be practically 
pedunculated. 


CurHBert LOCKYER. 





176 Journal of Obstetrics and Gynecology 


The Treatment of the Extra-uterine Placenta by the Open 
Abdomen. 


Van pE Warker (Ety). American Gynecology, November, 1902. 


Tue author describes a case of extra-uterine gestation at full term, 
in which the placenta was removed piecemeal during the fortnight 
succeeding the operation. Although this took place 16 days after the 
patient had ceased to feel foetal movements, the placental circulation 
was still very active. The placenta was distributed over an extensive 
area, estimated at over a square foot, dipping down into the pelvis 
as far as Douglas’ pouch, covering the entire surface of the lower 
half of the extra-uterine sac, and reaching up as far as the umbilicus 
on the uterine side. The patient was in a feeble condition, and 
evidently septic, as she had a purulent discharge swarming with 
organisms, and her temperature fluctuated between 100° and 103°. 
To attempt removal under these circumstances appeared to invite a 
hemorrhage that would quickly prove fatal. It was therefore 
decided to leave the placenta and an open wound, so as to afford 
ready access to the mass for subsequent treatment. The edges of the 
sac were stitched to the peritoneum, and the cavity filled with gauze. 
The next day the attack on the placenta began. The gauze packing 
was removed and the cavity irrigated with a 1 in 1,000 solution of 
formalin, with the idea of mummifying the placental tissue and 
causing it to harden and shrink, and thus peel off from the walls of 
the sac. This was done night and morning. After about three days 
gentle traction was made on the cord, and on the fifth day a piece 
about 8 inches in diameter came away with the cord. Afterwards 
each day, by means of curved sponge-forceps, piece after piece of the 
placenta was removed, the cavity contracting with the diminution of 
the mass. During this time there was no odour from the cavity, 
though the temperature continued to fluctuate between 99° and 104°. 
The third operation was the closure of the wound. As the result of 
the formalin its free edges to the depth of an inch had degenerated 
into a white, cheesy layer; this was cut away into the zone of normal 
tissue, and the opening closed in the usual manner, a drain being left 
in the lower end. Primary union was obtained, and the patient was 
able to leave the hospital six weeks after operation. 


J. S. FArRBAIRN. 
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Injurious Renal Mobility in Relation to Gynzcology. 
Bonney (W. F. Victor). Edinburgh Medical Journal, Dec., 1902. 


Tue author summarises the results obtained by repeated examination 
of 100 consecutive patients at the Chelsea Hospital for Women, 
together with experimental observations in the post-mortem room. 
He lays great stress on the superiority of Glenard’s “ palpation 
nephroleptique” in examination of the kidney over other methods more 
commonly in use. This method consists in grasping the loin below 
the costal margin, with the hand in such a position that the thumb 
in front compresses the anterior parietes against the posterior, whilst 
the fingers of the same hand are placed over the twelfth rib behind. ° 
The author adopts Glenard’s classification of mobility—viz., a first 
degree in which at the height of inspiration the thumb touches the 
lower pole of the organ; a second, in which the middle of the organ 
is gripped; and a third degree, in which the thumb can be got above 
the upper pole. In 100 cases he found third degree mobility present 
on the right side 40 times, and on the left 11 times. He 
considers third degree mobility abnormal on either side, whilst on 
the left side second degree mobility is also abnormal. His results 
show that neither child-bearing nor advancing age have any effect 
in increasing the mobility of the organ. The point, however, on 
which the author lays most stress is that abnormal mobility is not by 
any means always injurious to the patient, and in this connection he 
points out the important relation that truly injurious mobility bears 
to certain physical signs. These signs are, firstly, the absence of the 
expiratory return of the organ indicating its loss of connection with 
the diaphragm; and, secondly, the inward rotation of the lower pole 
of the organ indicating its suspension by the renal pedicle. It is 
when these two signs are both present that injurious results may be 
certainly expected. He examined all his cases with special reference 
to these two signs, and, tabulating the results, finds a remarkable 
constancy of connection between them and the presence of symptoms. 
He therefore divides abnormal mobility into three classes :—(1) 
Simple exaggeration of diaphragmatic movement; (2) relaxed 
diaphragmatic attachments causing absence of expiratory return, but 
as the kidney is still supported from below and does not hang by its 
pedicle, there is no internal rotation; (3) relaxation of both upper 
and lower supports, as evidenced by the presence of both the before- 
mentioned physical signs. It is to this last class that the word 
injurious properly belongs. He suggests that the word Nephrospasis 
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should be used to describe this class of abnormal mobility. The 
author further points out how frequently the slighter degrees of 
injurious mobility are overlooked, and emphasises the fact that it is 
probably the commonest cause of backache in women, since lumbar 
pain is the earliest and only constant symptom of injurious mobility 
of the kidney. He considers that incomplete and _ inefficient 
examination of the kidneys is the cause of many diagnostic errors, 
and even useless operations on the pelvic organs, and reviews the 
differential diagnosis between the lumbar pain of injurious renal 
mobility and that due to pelvic disease and displacements. His 
results may be thus summarised :—-(1) The distinction and detection 
of injurious renal mobility from that which, though abnormal, ‘s 
unaccompanied by symptoms; (2) the frequency of injurious 
mobility ; (3) the differential diagnosis between the symptoms due to 
injurious mobility and those due to pelvic disease and displacements. 
Injurious mobility occurred in 27 per cent. of his series, but the 
author is careful to point out that an undue proportion of such cases 
would present themselves at a gynecological clinic. 


W.F. V. Bonney. 


The Curette and Curettage in Gynecological and Obstetrical 
Practice. 


Brices (EL.). Liverpool Medico-Chirurgical Journal, October, 1902. 


Briccs states that the main object of his paper is to disseminate 
doubts as to whether the modern interpretation placed upon the use 
of the curette in gynecology and obstetrics is consistent with past 
experience and present knowledge. The position of the curette is 
experimental. Though adapted to the accomplishment of a free 
removal of endometrium, it is largely inefficient as a means of cure 
or relief. Cases are quoted to illustrate needless curettage from 
wrong interpretation of local symptoms, and the failure of currettage 
as a means of diagnosis and treatment in uterine hemorrhage. 
Treatment by the curette of what is commonly understood as endo- 
metritis is apt to be incompletely effective, especially in the chronic 
cases in which a copious purulent discharge issues from the interior 
of the uterus. Menorrhagia and metrorrhagia, especially the former, 
are gauged with uncertainty as to their control by the local treatment, 
and as to their causation. It is possible that 75 per cent. of the 
endometrium in a supposed case of endometritis may be curetted 
away without the slightest alteration of the menorrhagia or 
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metrorrhagia. The relation of the endometrium to the bleeding 
from the fibroid uterus as cause and effect is not proved. Curettage, 
where practicable with efficiency, may be ineffective in its influence 
on the hemorrhage. 
In obstetrical practice the finger is to be preferred; the less the 
curette is used the better. 
J. S. FArRBAIRN. 


Elephantiasis Vulvae Chronica Ulcerosa (Syphilitica). 
Bamberc. Archiv. fiir Gyndk., 1902. Bd. Ixvii., Ht. 5. 


Tuts is an attempt to remove the confusion which appears to exist - 
in some minds between lupus, rodent ulcer and certain syphilitic 
conditions. After a discussion of literature the writer mentions two 
new cases : — 

A woman, 28 years old, and two years married, complained 
of a swelling which had been present for two years, but 
had grown rapidly for the last six weeks. She had been under the 
police doctor’s care as a prostitute four years previously. The 
clitoris and its prepuce were large; the left labium ninus was as large 
as a hen’s egg, the right being thick and long; the vestibule was 
surrounded by red polypoid growths; the urethra admitted the finger 
up to the sphincter vesice; the vagina was narrowed, and contained 
polypous growths; and there was a constriction of the rectum. 
Operative treatment was combined with the administration of 
potassium iodide, and the result was good. On microscopic examina- 
tion, the labium minus showed a thick stratum corneum and 
stratum granulosm, the stratum spinosum being uneven; the corium 
was firmer above than below; its vessels were not increased in 
number; their walls were thickened; the subjacent tissue was 
cedematous; there were many spaces between the widely-separated 
strands of connective tissue, and these were poor in nuclei. There 
was in parts considerable inflammatory infiltration. 

A woman, 57 years of age, had reached the menopause ten years 
previously. For a year she had had vaginal bleeding and pain in the 
legs. For seven weeks she had been feverish. When seen in bed she 
was in a cachetic state. The vagina was narrowed, its walls hard, with 
a bloody, stinknig discharge. The uterus was not felt. The left half 
of the pelvis was filled by a hard, fixed mass. The left kidney was 
much enlarged. “ Diagnosis, carcinoma vagine@ et uteri (?) para- 
metritis carcinomatosa, pyo-vel hydro-nephrosis sinistra.” About 
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four months later the patient, to the great surprise of the doctor, was 
up and about again. Some days later it dawned upon the latter that 
the condition was syphilitic, and not cancerous. Six months of 
appropriate treatment restored the patient to health, minus a certain 
amount of substance lost by ulceration. 

The writer holds that for the diagnosis of tubercular ulceration 
tubercle bacilli must be found, and, in order to make sure, inoculation 
of animals must give positive results. Lupus of the vulva can only 
be diagnosed in the presence of the ordinary macroscopic and 
microscopic characters of lupus as seen in other parts of the body. 
With Schréder, Hofmeier and others, the writer considers that the 
enormous majority of cases of chronic ulceration of the vulva with 
elephantiasis of parts of the external genitals are of specific origin. 


W. E. ForHercitt. 


The Preparation of the Hands for Surgical Operations. 


GrimspaLeE (T. B.). Liverpool Medico-Chirurgical Journal, October, 
1902. 


Tuts paper describes a series of experiments carried out by the author 
and his colleagues in order to show that the generally accepted 
doctrine—-that the skin cannot be rendered completely sterile—is in- 
correct. The method of cleansing consisted of two parts:—(1) a 
thorough scrubbing of the hands and forearms in running water for 
seven minutes by the clock, particular attention being paid to the 
nails and spaces between the fingers; (2) a chemical cleansing by 
Schatz’s permanganate of potash and oxalic acid method. In the 
second part the hands and forearms are soaked in hot, saturated per- 
manganate solution till of a deep brown colour, and then scrubbed 
in a hot saturated solution of oxalic acid till completely decolourised, 
and afterwards rinsed in lime water to neutralise the acid. The 
results were tested both with the hands in their ordinary condition 
before sterilisation, and after wilful infection before sterilisation. In 
the latter tests the hands were soaked in broth cultures of bacillus 
prodigiosus and sarcina lutea, and on another occasion for two minutes 
in a broth culture of bacterium coli and afterwards allowed to dry. 
After cleansing, the hands were subjected to the following tests, in 
which a very considerable area of skin was examined :—(1) scrubb- 
ing the skin with: sterile sandpaper; (2) scraping underneath and 





Current Literature : Gynzcology. 181 


round finger nails; (3) soaking a finger in sterile broth for two 
minutes; (4) scraping off flakes of epidermis. The resulting cultures 
were all sterile. Attention is also directed to the way in which this 
method shows where dirt lodges, how difficult it is to dislodge 
it, and how easy it is to miss large areas entirely. In one going 
through this process for the first time, brown patches on the under 
surface of the wrist, or brown round the nails and in the wrinkles 
between the fingers are frequently seen, thus demonstrating deficien- 
cies, which would not otherwise be evident. Further, the process is 
not trying to the hands, nor do they smell of operation. 


J. S. FArrBarrn. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, January 7th, 1903, the President, Dr. PETER 
Horrocks, in the Chair. 


Dr. Rosert Jones opened a discussion on 


Puerperal Insanity. 
with a paper which appears on p. 109. 

Sir Joun Witiiams dwelt upon the peculiar condition of the nervous’ 
system in pregnancy, parturition, and the puerperal state, and reviewed 
briefly the pathology of puerperal insanity. He strongly deprecated the 
resort to surgical measures in the treatment of this insanity. 

Dr. Buanprorp said that beyond question, the earliest symptom of 
approaching mental trouble was loss of sleep, and this should be most 
closely watched and every precaution taken that the patient should -not be 
disturbed. With regard to Dr. Jones’ question, “ is the mental disturbance 
due to toxemia and septicemia, or both?” it must be remembered that 
toxemia and septicemia were different things. Septicemia, unfortun- 
ately, we knew a good deal about, and the result was puerperal fever, not 
puerperal insanity. About toxemia a good deal had been heard, and some 
had gone so far as to say that all insanity was toxic, and depended upon 
toxins. We had a great deal more to learn about toxins, e.g., why do 
certain people generate toxins in pregnancy while others do not? 
Thousands and thousands of women bore children and never became 
insane. Toxins did not explain the pathology of insanity. They did not 
agree with the on-coming, the symptoms, or the passing away of the 
disease. 

Dr. Herman thought the paper and the discussion on it would do 
great good, if they impressed upon the profession that the main duty of the 
general practitioner and the obstetric physician in regard to puerperal 
insanity, was to prevent it. Treatment was mainly in the hands of the 
alienist. To prevent puerperal insanity, the great things were to see that 
the patient got food and sleep. If sleep was absent, he thought that the 
best hypnotic was alcohol. There were objections to alcohol, of which in 
the present day no one was in danger of losing sight. Every hypnotic, if 
taken too much, did harm, but the harm done by alcohol, if taken too 
freely, was far less, and far slower in coming, than that done by chloral, 
bromide, morphia, sulphonal, or any other hypnotic, if taken habitually 
for long periods. With regard to one of Dr. Jones’ questions, he would 
ask what was hysteria? The most common and most definite hysterical 
phenomenon was the well-known hysterical seizure ; but the author surely 
would not propose that the marriage of every woman who had suffered 
from hysterical seizures should be discountenanced. With regard to the 
less definite and less common nervous symptoms, commonly spoken of as 
hysterical, he thought the knowledge we had of these nervous states, and 
our power of accurately forecasting the future of such patients, the effect 
of marriage upon them and the kind of offspring they were likely to have, 
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if fertile, was far too imperfect to justify medical men in taking upon 
themselves the responsibility of discountenancing a proposed marriage. 
To forbid marriage was often to spoil the happiness of a woman’s life. 
The utmost that a medical man should do was to express to those con- 
cerned whatever fears he might have as to the result of marriage, explain- 
ing also how much these fears were merely conjecture. 

Dr. Mercier took exception to the statement that headache was a 
common prodroma of a puerperal insanity. The only reliable indications 
were, he thought, sleplessness and loss of appetite. He did not think that 
single women, who became mothers, suffered much emotional stress as a 
rule. Many of them were already half-witted, and the insanity of the 
puerperium was only an exaggeration of their usual state. The rest were, 
for the most part, upon a low moral plane. When they incurred the risk 
of maternity, they counted the cost and were ready to face the music. 
He protested strongly against the suggestion that puerperal mania could 
be treated satisfactorily at home. Institution treatment was always best 
for reasons which he enumerated. Menstruation was often a mark of 
recovery, it was true, and when the mental state cleared up on the appear- 
ance of the menses, the combination was extremely favourable, but the 
establishment of menstruation without mental improvement, indicated a 
very gloomy future. 

Dr. Cuampneys fully endorsed all that had been said about sleepless- 
ness as the striking symptom of threatening insanity, about the necessity 
for procuring sleep, and about the pre-eminent value of alcohol as a 
sedative in such cases. He had always been greatly interested in the 
relation between single births and insanity, and it had always seemed to 
him that if mental distress were a factor in producing insanity, its 
frequency in such cases ought to vary directly as the moral standard. He 
would be glad to know if this had anywhere been worked out. It was a 
well-known fact that the moral standard, with regard to such matters, 
varied greatly in different countries; if the above contention were true, 
the proportion of cases of insanity in single mothers ought to be lowest in 
immoral, and highest in moral countries. As regarded toxemia and its 
relation to pregnancy, he did not think that the explanation given in the 
paper would altogether suffice. Effete products were doubtless prevalent 
after confinement; on the other hand, the sense of physical and mental 
comfort and relief ordinarily experienced after delivery were proverbial. 
He did not think that this would be the case, if ordinary toxins were the 
usual cause of insanity after labour. 

Dr. Lioyp ANDRIEZEN stated that the division into insanity of 
pregnancy, of the puerperium, and of lactation was a conventional and not 
a nosological classification. He recognised in asylum patients a form of 
insanity peculiar to and common in the puerperal state. He concluded 
from a careful study of statistics that illegitimate pregnancy was twice as 
frequently followed by mental disorder as legitimate pregnancy. He 
regarded puerperal insanity as comprising three main types of mental 
disorder, viz., first, a collapse delirium following upon parturitions at- 
tended with marked exhaustion and hemorrhage, secondly, an acute 
confusional insanity with hallucinatory delirium (frequently misnamed 
“Mania,”) and thirdly, mania or melancholia proper, or alternating 
manio-melancholic insanity. This third category of cerebral affections 
was rare in the puerperium, while the second variety was, per contra, 
frequent. The patients who developed the characteristic acute confusional 
insanity with hallucinatory delirium above noted, were generally 
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psychopathic subjects, whereas normal women going through the stress of 
the puerperium suffered a slight ephemeral cerebral disturbance. Fifty per 
cent. of cases of puerperal insanity in public asylums (whether primi- or 
multipare) gave histories and indications of a psychopathic heredity. He 
believed that septic infection from the bruised and wounded tissues of the 
parturient canal played an important réle in the causation of puerperal 
delirium. Where the septic or toxemic factor was intense, a correspond- 
ing disturbance of pulse, respiration, temperature, and secretion was 
noted. Clinically and psychologically, it was possible as a rule to dis- 
tinguish cases of collapse delirium from those of acute confusional 
puerperal insanity of combined psychopathic and septic origin, and 
occurring in the first fortnight after child-birth. 

Dr. Morr said that among the large number of cases recorded by Dr. 
Jones, there was not a single case of gangrene, perhaps therefore he might 
be allowed to relate an instance of symmetrical gangrene of the feet, which 
he had seen in a woman certified as suffering with puerperal insanity,- 
who was admitted into one of the London County asylums. This patient not 
long after admission developed signs of gangrene of the feet, and for this 
reason his attention was called to the case. The history showed that the 
child had been born dead, and it was found that she was suffering from 
septic endometritis. Her mental condition improved when this was 
treated. The speaker asked Dr. Jones what he considered were the most 
important symptoms distinguishing puerperal insanity of septic origin 
from the delirium of fever, occasioned by the same causes. Some authori- 
ties described a transitory puerperal psychosis ; such cases accompanied by 
fever would be difficult to distinguish from cases of puerperal fever with 
delirium. Dr. Mott considered that the majority of cases of puerperal 
insanity were not of septic origin, but due to inherited psychopathic or 
neuropathic conditions, the determining factors being stress and a sub- 
minimal deficiency in the blood. 

Dr. Percy Sir said that with regard to the early symptoms he 
thought that next to sleeplessness, restlessness and early confusion of 
thought were more important than headache. He agreed with Dr. Mercier 
that there was no definite form of mental disorder, which could be looked 
upon as absolutely characteristic of puerperal insanity, and pointed out 
that cases might be either of the delirious, confusional, maniacal, melan- 
cholic, stuporous or delusional types, and he did not think it was possible, 
unerringly, to pick out the puerperal cases in the wards of an asylum 
without knowing the history. Mania with religious or erotic delusions 
was often seen in young women, the cause of whose insanity was not 
puerperal. He had very little personal knowledge of illegitimacy as a 
cause, but called attention to Clouston’s statement that 75 per cent. of the 
puerperal cases admitted to Morningside Asylum followed illegitimate 
births. Another point in the etiology was that 26 per cent. of the cases 
admitted to Bethlem hospital had had a previous attack of insanity, either 
one before marriage, or one after marriage, which was not puerperal in 
origin, or a previous puerperal attack. He referred to Dr. Herman’s 
remarks on hysteria, and said that alienists constantly found a history of 
previous “hysteria” in patients admitted to asylums, which when care- 
fully enquired into, was found in many cases to have been a previous 
attack of definite mental disorder euphemistically called “hysteria.” He 
was sure that such patients ought not to marry. 

Dr. Ernest Wuite thought Dr. Jones’ proportion of occurring cases 
too low—probably one in 400 confinements was nearer the mark, for there 
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were many which did not come to the asylum for treatment, and of which 
no records were obtainable. The obscene language, erotic tendency, and 
self-abuse were probably of peripheral origin, from abnormal uterine 
conditions, altered lochia, ete. Hallucinations of hearing and sight were 
common—more rarely those of taste. He had not observed those of smell 
alluded to by Dr. Jones, nor did headache occur in his cases. The delu- 
sions were those of the persecutory type, and accounted for the early 
refusal of food, which the patient imagined was poisoned. There was a 
marked tendency to suicide by impulse, and to infanticide. Next, as to 
the temperature chart, in nearly all his cases there was an elevation of 
temperature of from one to two degrees in the evening with a morning fall 
of a degree or less, lasting from ten days to a fortnight, then a sub-normal 
temperature for several weeks. In two or three cases there was long con- 
tinued febrility, and charts like those of enteric fever with evening exacer- 
bations and morning remissions, lasting a month or more, but followed 
by sub-normal temperature for several months. These cases he thought 
were of septic origin. They did badly and generally became chronic and 
died. 

Dr. Water Grirritn stated that with regard to the insanity of 
pregnancy, he agreed with the prevailing opinion that there was no specific 
form, pregnancy might be a complication of insanity or the reverse, but 
there was a group of cases quite distinct, in which the main feature was 
the apprehension of the patient either real or simulated, that unless the 
pregnancy was terminated, she would become insane; he looked upon all 
such cases with the gravest suspicion, not of insanity, but rather of the 
reverse, aS an ingenious method of putting strong pressure on their 
medical adviser to produce abortion. He had seen no exception to this 
in the cases in which he had been consulted. As to premonitory symptoms, 
he regarded the refusal of food as of equal importance to sleeplessness, and 
he was sure that in general practice the absolute necessity for forced 
feeding, even by the nasal tube, where necessary, was not properly recog- 
nised as the essential means for saving life. 

Dr. Amanp Rovurn urged the desirability of having intermediate re- 
ceiving houses, or a nursing home, where women suffering from such 
temporary insanities as those under discussion, could be received and 
treated. Such a plan would avoid the stigma of having been in an asylum. 
and would make it much easier to get the friends of the patient to agree 
to her removal. 

The Presipenr thought that Obstetricians saw these cases, as a rule, 
at a much earlier stage, than did the Alienists. Perhaps for this reason, 
and because of the shortness of time, the introducer of the subject had 
said but little about diagnosis. As a fact, when the patient was admitted 
into an asylum, the diagnosis had been made. Whereas, in the earlier 
stages it was not always easy to say that a case amounted to actual 
insanity. He considered with Dr. Griffiths, that the refusal of food, was 
a far graver symptom and pointed much more certainly to insanity than 
did sleeplessness. This and headache too, occurred not infrequently in 
patients, who never developed insanity. Whereas refusal of food, and by 
that was meant not mere anorexia, was practically only associated with 
insanity. In all fatal cases he emphasised the importance of making a 
thorough post-mortem examination, not merely of the brain, but of the 
other organs, for probably pure insanity was rarely fatal. He mentioned 
a case which presented the ordinary symptoms of puerperal insanity. She 
died and a post-mortem examination revealed suppuration extending from 
the parametrium behind the fascia up to the kidney. 
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BRITISH GYNACOLOGICAL SOCIETY. 


Annual Meeting, January 8th, 1903, Six J. Hauuiway Croom, President, in 
the Chatr. 


The Fellows elected to succeed the retiring officers were as follows :— 
As President, Dr. Heywood Smith ; as Vice-Presidents, Mr. Stanmore Bishop, 
Dr. H. Macnaughton-Jones, Dr. J. A. Mansell Moullin, Mr. Christoper 
Martin, and Dr. F. F. Schacht ; as members of the Council, Dr. Roe Carter, 
Dr. Eber Chambers, Sir J. Halliday Croom, Dr. F. Edge, Dr. Clement 
Godson, Mr. Mayo Robson, Mr. Charles Ryall, and Dr. R. T. Smith; as 
Secretary, Dr. S. Jervois Aarons. 

Dr. J. J. Macan read his report upon the Journal of the Society, which 
was accepted with the thanks of the Society to him for his services as 
editor. 

Dr. MacnavuGuton-Jongs read notes of cases of 


1. Binovular Pregnancy and Birth of Female Twins after 
Salpingo-Oophorectomy and Resection of the other 
Ovary ; 2. Repeated Pregnancies after Salpingo- 
Oophorectomy and ventrofixation of the Uterus. 


The patient had two uncomplicated labours, the children being healthy, 
but a third pregnancy ended in a miscarriage. 
Dr. Heywoop Smitu and the Presipent commented on the cases. 


Dr. Wini1Am Duncan exhibited a very large 


Sarcoma of the Uterus. 


removed by abdominal hysterectomy eight years after an uncomplicated 
menopause. The tumour, detected ten years ago, had increased gradually 
till six months before the operation, when it took on rapid growth, with 
loss of flesh and strength. At the operation a cavity was opened from 
which escaped a clear odourless fluid. Taken to be a cyst, it was freely 
incised, but proved to be the urinary bladder, drawn about three inches 
above the navel by the tumour. The incision was closed by a single layer 
of silk sutures supplemented by a few finer stitches through the peritoneal 
coat, and the fundus of the elongated organ was fixed to the abdominal 
wall just above the pubes. The tumour was, after much difficulty, got 
out of the abdomen and amputated. When the posterior layers of the 
broad ligaments had been united from behind forwards, a cavity as large 
as an adult head was left above the small cervical stump; this cavity was 
marsupialised to the lower part of the abdominal wound and lightly 
packed with gauze. Little blood was lost, and the patient stood the 
operation, which lasted an hour and three-quarters, well, and made an 
uneventful recovery. 

Dr. Beprorp Fenwick pointed out the valuable information that was 
to be had by passing a vesical sound when operating on large tumours, 
and for large cavities in the broad ligaments recommended complete 
closure above and drainage through the vagina. 

Dr. Hersert Snow said that the microscopic section proved that the 
tumour was sarcomatous, but the duration for ten years suggested that it 
was the result of degeneration of a fibroid. 
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Mr. Bowreman Jessett had found a catgut suture of the mucous 
membrane with Halsted’s suture of the peritoneum an efficient way of 
closing wounds of the bladder for which he did not think more than two 
layers were required, but he would have preferred to have introduced in 
this case, as he was in the habit of doing in all his vaginal hysterectomies, 
a self-retaining catheter, to spare the patient the annoyance of the repeated 
passage of an instrument. 

Dr. MacnaucHtTon-Jongs did not consider that vaginal drainage of 
such a cavity as the one described was desirable if complete hemostasis 
could be secured. 


The Present (Sir J. Haturpay Croom) delivered his 


Valedictory Address. 

Specialism, he pointed out, not only had great advantages, but 
was now absolutely necessary on account of the vastness of the field opened 
to the medical profession by the scientific knowledge acquired by improved 
methods of research. Whatever the future of gynecology might be, it 
had made more substantial progress than any other branch of surgery. 
He could understand the position of those who held that as absolute 
diagnosis was often impossible until the abdomen had been opened, the 
operating gynecologist must be a skilled abdominal surgeon, and that if 
a general surgeon was to do hysterectomy a gynecologist might perform 
gastrotomy. But the difficulty was where the line was to be drawn if 
gynecology was to remain a speciality. The tendency at present was to 
ignore the medical elements in gynecology, but even on its surgical side 
its proper field was the genito-urinary tract. In Edinburgh he and his 
colleagues professed obstetrics and the diseases of women, and he held 
that to be the reasonable position for gynzecologists to adopt. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Meeting at Manchester, December 19th, 1902, Dr. S. Buckury, President, 
mm the Chair. 


Papilliferous Cystadenoma Removed from the Abdominal Wall 
Fourteen Years after Ovariotomy. 


Dr. Luoyp Roserts (Manchester) showed this tumour, removed from a 
married woman, aged 48, 7-para, last child born four years ago. A 
swelling had been noticed in the abdomen for about six months, and it was 
steadily increasing. There had not been much pain. The left ovary had 
been removed for cystic tumour some fourteen years ago. On examination 
the abdomen was somewhat distended. A cicatrix was seen in the 
abdominal wall below the umbilicus. Just to the left of this, apparently 
in the abdominal cavity, was a tumour adherent to the abdominal wall but 
freely movable otherwise. The tumour was about the size of a small foetal 
head, and reached from a point three inches above the pubes upwards to 
the umbilicus. It felt rather hard, but resonance was only slightly 
diminished over its area. When the abdomen was opened about three 
pints of clear ascitic fluid escaped, and a cystic tumour was found 
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intimately connected with the parietal peritoneum, and attached to the 
cicatrix of the former wound and to the left of it. To the under surface 
of the cyst two coils of small intestine were attached by broad adhesions, 
the separation of which was difficult, and caused some bleeding. The cyst 
was carefully dissected from its attachments and removed. There was no 
pedicle. The right ovary was healthy. There was no trace of the left 
ovary, which had been removed fourteen years before. Professor Délépine, 
who kindly examined the tumour, described it as a papilliferous cyst- 
adenoma of the subperitoneal tissues of the abdominal wall. The 
structure, closely resembling that commonly occurring in the ovary, 


suggested that the growth was secondary to the ovarian tumour previously 
removed. 


Acute Prolapse of the Urethra, 


Dr. ArNnoLp W. W. La related this case, which was fully reported in 


the January number of the Jowrnal of Obstetrics and Gynecology, p. 24, 
Vol. III. 


The following specimens were shown by Dr. H. Briaes (Liverpool) :— 


I. Small Ovarian Cyst Associated with Metrostaxis and 
Retrouterine Hzmorrhage. 


The specimen shown was removed from a married woman, aged 35. 
Metrostaxis had commenced fourteen days after a normal period, and the 
clinical history was not inconsistent with tubal pregnancy. From the 
shape of the swelling and other signs Dr. Briggs had diagnosed the 
condition as one of cystic ovary, with localised peritonitis. When the 
pouch of Douglas was opened per vagimam blood escaped, as in hematocele, 
due to tubal pregnancy, and the actual diagnosis was only verified when 
the cystic ovary was removed with the tube. The specimen was of interest 
in dispelling a doubt, if any existed at the present day, as to the 
occurrence of hematocele apart from ectopic pregnancy. 


2. Fundal Fibroid Polypus and Completed Inverted Uterus. 


A full account of this case will be found on p. 126. 


3. Early Cancer of the Cervix Uteri. 


A healthy-looking woman, M.G., aged 54, was sent by her doctor tu 
Dr. Briggs, with a diagnosis of cancer of the uterus, and with an expressed 
opinion that the uterus should be removed. During the first week of her 
stay in hospital the complete absence of blood in the discharges was 
ascertained by chemical tests applied to the vulval gauze pads used. It 
was stated that there had been slight bleeding for three months previously. 
The uterus was examined with the patient under ether. An almond- 
shaped nodule was found, vertically situated within the anterior wall of 
the cervix. The nodule was covered by raised, but apparently healthy, 
cervical mucous membrane. The latter did not bleed when touched, 
although continuous with the nodule beneath. The nodule was half-an- 
inch long and three-eighths of an inch thick. The rest of the uterus was 
small. Vaginal hysterectomy was performed. Drawings and photographs 
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of the growth were shown, and a micro-photograph showed its structure to 
be that of an adeno-carcinoma. 


The question of the early symptoms of cancer of the cervix was 
discussed by Mr. Stanmore Bishop, Drs. E. T. Davies, Lloyd Roberts, 
Arnold Lea, W. E. Fothergill and A. Donald, and Dr. Briggs replied. 


Solid Tumour of the Ovary. 


Dr. W. Water (Manchester) showed a solid ovarian tumour removed 
from a patient, aged 58. The swelling had been noticed by the patient 
about three years, but during the last twelve months it had increased in 
size more rapidly, and the presence of ascitic fluid had recently become 
obvious. There was no loss of flesh or cachexia, but the patient’s three 
sisters had suffered from abdominal tumours. In one case an ovarian 
tumour had been successfully removed; the other two died without 
operation or examination having been made. The tumour exhibited had 
a very short pedicle, and was so closely adherent to the fundus and the 
back of the uterus that the physical signs were those of a uterine rather 
than of an ovarian tumour. The ascitic fluid measured nearly two pints, 
and was of a red colour. The other ovary was cystic, and contained a 
small fibroid nodule. The microscopical sections proved the tumour to be 
a simple fibroma with commencing myxomatous degeneration. Dr. Walter 
discussed the difficulty in diagnosis of the nature of these tumours, and 
consequently in being able to give a favourable prognosis or otherwise. 


Large Fibromyoma and Cystic Ovaries Removed by 
Abdominal Section. 


The Presipenr (Dr. 8. Buckiey) showed the specimens removed by 
abdominal section from a single woman, aged 40. The patient had 
suffered severe pain across the lower part of the abdomen, but especially 
on the left side. The pain had been present more or less for some two 
years. For the last five months the periods had increased considerably in 
quantity, but not to such an extent as to interfere with nutrition, as she 
was well nourished and looked well in appearance. Upon examination a 
large solid tumour was felt, stretching across the hypogastric region into 
the right and left iliac regions. It was movable with the uterus, and also 
permitted a slight but limited gliding movement over the fundus uteri, 
suggesting a fibromyoma attached by a short broad pedicle. The ovaries 
and tubes could not be felt. At the urgent desire of the patient, who 
desired to be relieved of her pain, Dr. Buckley opened the abdomen. The 
fibroid was removed by myomectomy, and two smaller ones were also 
removed by enucleation from the anterior surface of the uterus. The 
ovaries were enlarged to the size of walnuts, and were cystic. They were 
wedged between the uterus and the tumour, and were bound down by 
adhesions. They were removed with the tubes. The case was interesting 
from the fact that pain led to the urgent removal of this tumour, the 
metrorrhagia not being in itself sufficient to suggest urgency in a 
pediculated subserous fibroma ; again, from the fact that the ovaries, which 
could not be felt prior to removal of tumour, were probably factors in 
producing the pain, as they were cystic and adherent. An interesting 
point which arose during the operation was whether to do a pan- 
hysterectomy, owing to the presence of the small fibroids on the anterior 
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wall of uterus, or to trust to the removal of the ovaries and tubes checking 
any further fibroid developments in the uterus. The patient made au 


uneventful recovery, leaving the hospital four weeks after operation, quite 
free from pain. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting, January 14th, 1903, Dr. James Rircurs, President, in the Chair. 


1. Dr. Munro Kerr read a paper on 


The Importance of Estimating the Relative Size of the Foetal Head 
to the Maternal Pelvis in Medium Degrees of Pelvic Deformity. 


He emphasised the truth of Barbour’s aphorism, “the foetal head is the 
best pelvimeter.” Miiller’s and Pinard’s methods for testing the relative 
sizes of foetal head and maternal pelvis were described and discussed, and 
it was shown that they were defective. The author then described a new 
method which he had found useful; it was really a combination of Miiller’s 
and Pinard’s, whereby a bimanual examination was made, the foetal head 
being pushed into the pelvis by one hand while a vaginal examination was 
made by the fingers of the other. The thumb of the hand with which the 
vaginal examination was made was placed outside over the symphysis 
pubis, and in this way the extent to which the head overlapped the brim 
was estimated. 


2. Dr. Auex. Linn read a paper on 


Two Cases of Albuminuria in Pregnancy, and the Influence of 
Thyroid Extract. 


They were typical cases of albuminuria of pregnancy, and to both thyroid 
extract was administered. However, there was no apparent effect of any 
kind ; the albumen did not become less in amount, the toxic symptoms were 
not improved, the excretion of urea was not increased, and both developed 
eclampsia. 


Dr. OLipHaNT NICHOLSON read a paper on 


The Treatment of the Auto-Intoxications of Pregnancy by Thyroid 
Extract : the Anticipation of Impending Eclampsia. 


He first of all pointed out the importance of administering an active 
preparation of thyroid gland, as he found many forms inert, and of giving 
the drug in sufficiently large doses. He then recorded in detail two cases 
of auto-intoxication of pregnancy. In the first the symptoms were very 
much improved by the use of thyroid gland, and the patient recovered. 
There was no albuminuria. In the second there were occasional traces of 
albumen in the urine and marked auto-intoxication symptoms. In the 
previous labour she had had eclampsia, but this confinement passed off 
normally. However, a week after the labour she had an eclamptic fit from 
which she recovered, but she ultimately died from cardiac thrombosis. 
Treatment throughout had been by thyroid extract. 
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GLASGOW OBSTETRICAL AND GYNAXCOLOGICAL SOCIETY. 
Meeting, December 17th, 1902, Dr. J. Nicen Stark, President, m the Chair. 


A discussion on 


Minor Degrees of Contracted Pelvis 





was introduced by Dr. J. M. Munro Kzrr, who referred to the difficulty 
which the minor degrees caused the student. After referring to the 
inaccuracy of all the methods employed to measure the pelvis, he noted 
that it was just in these cases that accurate measurements were of use in 
determining treatment. Measurement of the brim by means of the foetal 
head which had to pass through it was discussed. Diagrams illustrating 
the methods of Miller and Pinard for estimation of the time for induction 
of labour were shown, and the speaker described his method of determining 
the capacity of the pelvis for the foetal head. By observing the descent of 
the head into the brim when pressed from above, as in Miller’s method, 
the thumb of the hand whose fingers were in the vagina could readily 
estimate the amount of the foetal vault which overhung the symphysis when 
that sign was present. Two drawbacks to these manceuvres were 
mentioned—the first was the necessity for general anzsthesia in many 
cases, and the second was that the breech often presented. Dr. Kerr 
thought that in such cases no treatment was called for till labour had been 
1 in progress for some time, and an idea had been given as to the possible 
s amount of interference which would be necessary. Contraction of the 
conjugata vera to about three inches was considered as constituting the 
“minor” degrees of contracted pelvis. A number of factors which would 
influence treatment were given, such as the period of pregnancy, the 
condition of the mother, the presence of complications, the nature of the 
presentation, the condition of the foetal heart, malformations, prolapse of 
the cord and multiple pregnancy. The obliquity of Nagele was considered 
more favourable than that of Litzman, as was also the location of the 
occiput towards the larger side of the pelvis when the contraction was 
irregular. The bearing which the consistency of the head had on the 
prognosis of the delivery was referred to. The use of the forceps was 
contrasted with the operation of version, and the higher mortality and 
morbidity of the latter were pointed out. The employment of the forceps 
below 34 inches was dangerous to both mother and child. The indications 
for symphyseotomy were given, and with regard to measurements, from 
22 inches to 3 inches were considered as the margins, though in 
exceptional cases this operation might be necessary with larger dimensions. 
The section of the symphysis should only be undertaken when there was 
little overlapping of the latter by the head. A presentation of the breech, 
and foetal heart involvement, were contra-indications. The induction of 
premature labour was considered to be preferable if the proper period of 
the pregnancy could be ascertained and taken advantage of. The 
induction of labour below 3 inches was deprecated. Cesarean section was 
not often required in the minor degrees, but the amount of previous 
interference required in delivery was to be carefully considered before the 
operation was decided upon. 

Professor Murpocn Cameron thought that the external methods of 
estimation of how much the foetal head was too large for the pelvis were 
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deceptive, and that a better knowledge could be got by introducing the 
entire hand into the vagina and palpating the entire brim. The occiput 
should be directed towards the wide side, so that engagement in the 
bi-temporal diameter might be got. Below 3? inches the bi-temporal 
always engaged, and above that a full term child was to be expected to 
be born alive unaided. Symphyseotomy ought not to be done when the 
diameter (E.V.) was under 3 inches, and great care was necessary in 
selecting the proper cases. Professor Cameron was not an advocate of 
version ; it was especially bad practice after the forceps. Induction of 
labour was to be carried out in pelves about 3? inches and about the 74 
or 8th month. Forceps might possibly be also required. Under 3 inches 
the Cesarean section was required. 

Dr. 8. Stoan thought that the treatment must be regulated by the past 
history and from the clinical facts. He referred to contraction caused 
in the pelvis by obesity, and remarked upon the influence of thyroglandin 
in its treatment. He protested against the exclusive use of one pattern 
of the forceps, and regretted that the straight forceps had all but gone out 
of use. A case was described by Dr. Rircuiz where Dr. Sloan had delivered 
a woman of a living child after the other forceps (Milne-Murray's) had 
failed; the head lay above the brim. The great ease with which the 
straight forceps permitted rotation in the pelvis was advanced in their 
favour. Dr. Sloan showed his own antero-posterior forceps which he 
employed for compression of the head. 

Dr. JARDINE remarked upon the diagnosis of contracted pelvis in a 
primipara from the appearance of the abdomen, and especially from the 
position of the child’s head. He mentioned that the delivery was more 
likely to be successfully done by the forceps when the obliquity of Nagele 
was present; if the posterior obliquity (Litzmann’s) was present great 
difficulty was likely to be encountered, and version was considered to be 
then the operation of election. He agreed with the statements made by 
Dr. Kerr regarding the induction of premature labour, but mentioned 
that such a method of treatment might be necessary even in pelves with a 
C.V. of 4 inches. This would depend on the size of the child’s head. 

Dr. Kenuy agreed in the main with the opening remarks, and where 
there was no history of previous labour he advised the routine examination 
of the pregnant woman in the course of her confinement. 

Dr. AtEx. MacLennan laid stress upon the use of examination of the 
abdomen in all patients about four weeks previous to term, and to the 
ease with which disproportion between the head of the child and the pelvic 
brim could be ascertained. 

The Presipent said that the discussion had had a distinct educative 
value. He recommended an early diagnosis so that the correct treatment 
might be instituted at the proper time, and that a variety of operations 
might not be performed one after the other. He agreed that the gross 
deformities were often less important and that the minor deformities often 
escaped observation. The unrestrained use of chloroform in all cases 
where difficulties presented themselves was strongly advocated. Dr. Kerr 
then replied. 
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REVIEWS OF RECENT BOOKS. 


Cancer or THE Uterus: A Clinical Monograph of its Diagnosis and 
Treatment. By Arthur H. N. Lewers, M.D., etc. London: H. K. 
Lewis, 1902. 








The title of this work is so uncompromisingly comprehensive that 
considering the present interest in the subject, and the reputation of the 
author, the reader will naturally approach the perusal of the book with 
great expectations; but the qualifications and limitations presented in 
the introduction materially change the position. It is not a general 
treatise, even in the diagnosis and treatment of cancer of the uterus, but 
a monograph, calling the attention of the profession to the author's 
individual experience in diagnosis and treatment. Anything like a 
searching examination in the nature of a critical review thus becomes an 
impossible task; the most fair-minded and disinterested reviewer would 
seem to be constantly on the verge of personal animadversions, if not even 
over the line at times. 

Dr. Lewers’s “ suggestion to facilitate early diagnosis of cancer” : 
appears to us to be practical and well worthy of further attention. The 4 
author’s classification of “ cancer of the uterus” is no doubt justifiable in ; 
a purely clinical treatise meant for the medical profession in general, but 
it can hardly fail to cause some sense of disappointment among gyneco- 
logists who recognise that they may still have something to learn. The only 
points which seem distinctly new are a sub-division of “ cauliflower 
excrescence” into four groups or types, and the assertion that “in the 
majority of cases cancer of the cervix occurs in the form of one of the 4 
varieties of the ‘ cauliflower excrescence.’” Dr. Lewers must have had a 
very exceptional experience, else the use of the term is a nostrum of his 
own, in the original sense of the term, and it should be more distinctly 
branded as such. 

The pages devoted to diagnosis of cancer of the cervix, giving descrip- 
tions of the various types when the disease is well marked, and of the 
finer features at the earlier stage of a case, must afford valuable guidance 
to the general practitioner. No descriptions will enable the inexperienced 
to diagnose with precision a case in the early stage ; it is perhaps sufficient 
to describe the appearances which should excite suspicion. 

The differential diagnosis is well and clearly described. Perhaps the 
comparison between erosion with laceration and hypertrophy of the 
cervix and early malignant disease, leaves room for supplement and im- 
provement. Dr. Lewers appears to attach much importance to friability 
of tissue as brought out by pressure with the tip of the sound, and to “ the 
exudation of minute yellowish-white drops of puriform fluid,” where this 
friability test fails, as he refers to it at three separate places. But he 
does not claim for either test that it is universally applicable to early 
cases in establishing the diagnosis; and as far as the “ puriform fluid ” 
test. is concerned, he speaks of having applied it in advanced cases only, 
e.g., ° the whole vaginal cervix had a rough resemblance, as regards shape, 
to an inverted saucer.” But who ever saw such a condition except in 
malignant disease? One cannot help wondering whether Dr. Lewers has 
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ever heard of the test of friability applied by the sharp spoon or curette, 
which is universably applicable even in the earliest stages of the disease. 

In discussing the directions in which cancer of the cervix spreads, and 
the infection of lymphatic glands, the author appears to us to miss a 
valuable opportunity. Surely extension to the vagina is not so very 
common in the comparatively early stage; and though it is true that there 
is little tendency to spread to the body of the uterus, the frequency of the 
extension in that direction, until the internal os is reached, is a very 
marked feature. The great controversy concerning lymphatic invasion 
in cancer of the uterus might have received more attention if it was to be 
mentioned at all. Considering the personality of the controversialists and 
the practical importance of the issues, it is disappointing to find a mere 
cursory reference to the subject, and curious to find Dr. Jacobs mentioned 
specially in this connection. 

In the surgical operations and the after-treatment, according to Dr. 
Lewers, there is not a little which we think must be called in question by 
experienced operators. Dr. Lewers may confidently call attention to his 
results as far as the lives of his patients were concerned, for no doubt they 
are excellent ; but still we think he might introduce practices which would 
lessen the amount of suffering inherent in submission to the operation. Itis 
not the author’s fault that he has not succeeded in the impossible task of 
describing in a completely lucid and practical manner the complicated 
details of vaginal hysterectomy for cancer of the cervix, but the references 
to the use of the cautery, the ligature, and pressure forceps, might with 
advantage be simplified. Among the questions which the average gynsco- 
logist must ask as he reads will be included: Why does Dr. Lewers leave the 
ligation of the uterine arteries to such a late stage of the operation? When 
he uses ligatures why should the ends be left long? Why should the chasm in 
the pelvic floor, produced by the removal of the uterus, not be more or less 
completely closed, instead of being merely stuffed with gauze projecting 
“an inch or so into the peritoneal cavity”? Avoidance of injuries to the 
ureters is absolutely secured in the author’s practice of operating only 
when there is entire absence of infiltration in the cellular tissue near the 
cervix. Is there not some suggestion of analogy here to the work of the 
early ovariotomists who got their results by rejecting all but the simplest 
cases! 

The difficulties arising from narrowness of the vagina or large size of 
the uterus are partly surmounted by vaginal incisions. No reference is 
made to the para-vaginal incisions of Schuchardt, even in this connection, 
although space is found later for “ Werder’s operation,” which might very 
well have been devoted to a better purpose. The important question of 
dealing with the tubes and ovaries receives no attention. 

But the least admirable part of this monograph is, we think, that which 
is devoted to after-treatment. It will be little helpful to those who read 
for guidance in their work, and can hardly give satisfaction to the author’s 
friends. We hope it will not be accepted abroad as an exposition of typical 
English practice. Our cancer patients are often anemic and reduced in 
strength by sapreemia and mal-nutrition ; yet Dr. Lewers keeps his patients 
for twenty-four to thirty-six hours on teaspoonfuls of “very hot water,” 
and starves them for several days more. We feel sure that the great 
majority of experienced operators will strongly dissent from the opinion 
that the treatment after ovariotomy is suitable in cancer cases. 

Dr. Lewers thinks it is “extremely desirable” to avoid the use of 
morphine. Why? Merely the verba magistri passed on without criticism, 
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and in the face of experience. There is not a jot of scientific evidence in 
support of the practice of torturing women after painful operations because 
morphia interferes in any way with the process of healing. Even if it were 
true that morphia alone causes distension of the abdomen, are there not 
correctives? We can well understand that the operator who finishes his 
operation in the primitive fashion described in this monograph, with only 
a plug of gauze to prevent dislocation of the bowel, must dread vomiting ; 
but that is reason for improving the dressing, not for leaving the patient 
to sufferings which could be readily alleviated. Then, with regard to the 
use of pressure forceps, the practice described must add greatly to the 
patient’s distress. Four days in a cramped position, perhaps fixed up in a 
Clover’s crutch, without sedatives, and almost without food or drink, with 
labia and vagina beginning to slough from pressure of forceps and dress- 
ings because of the low vitality of the cancer patient! And for what 
object? To prevent hemorrhage, an object that can be secured in the 
average case in thirty hours at the most. Dr. Lewers speaks of “the 
region of the wound, which is always in a foul and sloughy condition at 
this stage of the case when pressure forceps have been used.” It must 
surely be time to revise surgical practices which give such results always. 

But even with the use of the ligature which ought to give as clean a 
condition of the parts as the wound in abdominal section, some curious 
phenomena are hinted at—and their causes. “Should the discharge 
become very offensive .... the peritoneal plug of gauze should be 
removed any time after the fourth day.” “ Vaginal douches should not 
be used till a full week after the operation. There is generally by that 
time a certain amount of a somewhat offensive discharge.” “Should the 
bowels not have acted, it is well to secure an action not later than a week 
after the operation.” With regard to the ligatures which Dr. Lewers cuts 
short and leaves “ to come away of themselves,” one cannot help surmising 
what must happen if they do not come. There must be some specially 
undesirable irritation at the least. 

The description of the symptoms and signs of cancer of the body, and 
the account of its diagnosis and treatment by operation, are nearly all 
that could be desired. We much doubt, however, if it is a good method 
of diagnosis to forcibly dilate the canal of the senile uterus in a virgin 
or nulliparous wife to the extent of exploration by the finger. The objec- 
tion to the use of the curette that “it may bring away a portion of the 
growth, or it may not,” is somewhat far-reaching. It is an objection to 
all mechanical aids applied unskilfully or inefficiently. 

Dr. Lewers has a clinical classification of Cancer of the Body, and so 
we meet with several new terms applied to varieties which are described 
seriatim. But this classification depends upon characters described by 
the pathologist after operation. It is, therefore, not a clinical classifica- 
tion at all. It is original, but it introduces an element of confusion and 
gives the clinical worker no help. 

The illustrations throughout the work, and especially those representing 
cancer of the body, are excellent, and will be found most helpful by the 
student of gynecology. The descriptions are also clear and concise. 

Many of Dr. Lewers’s readers will admire and envy the zeal and 
industry with which he has conducted for so many years his admirably 
exact clinical observations, and the scientific accuracy which marks the 
pathological work and the verification of the relations between the patho- 
logy of tumours and the clinical facts. To many readers the details of 
after-treatment may appear too conscientiously set down, but reading is 
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not compulsory, and details which to some would be embarrassing or 
tedious will be helpful to young operators who are only beginning to 
assume responsibilities. 

The monograph ends abruptly with a table. Perhaps another edition 
might with advantage be rounded off with fewer details and more general- 
isations. It is after all not unreasonable for the specialist reader to expect 
from a man of Dr. Lewers’s record and position some fruits of experience 
in the form of reflection as well as action, some contribution, in fact, to 
the solution of some of the many problems of cancer of the uterus. 


OPERATIVE GEBURTSHULFE FUR AERZTE UND STUDIRENDE. von Wilhelm 
Nagel, a.o. Professor an der Kénigl, Frederic-Wilhelms-Universitat, 
Erster Assistent der Geburtshilf-gynakol., Klinik der Kénigl., . 
Charité zu Berlin. Verlag von Fischer’s Medicin Buchhandlung. 
Berlin, 1902. 


Text-books of operative midwifery are perhaps not so familiar to 
English students as they are to their German confréres; it may be well, 
therefore, to indicate the scope of Dr. Nagel’s work. The introductory 
subjects first discussed are: aneesthetics, antiseptics, instruments, and the 
anatomy of the pelvis; then follow sections dealing with the management 
of pelvic presentations, version, forceps, perforation, management of 
injuries from parturition, hemorrhages during pregnancy and labour, 


Cesarean section, treatment of asphyxia neonatorum, and methods of 
inducing abortion and premature labour. Symphysiotomy is very briefly 
discussed in an appendix to the section on Cesarean section ; decapitation 
and evisceration are similarly dealt with under version. 

It will be seen that the ground covered is wide, and the individual 
subjects discussed are those which it is most important, and yet most 
difficult for students and practitioners to become familiar with. General 
text-books of obstetrics cannot devote sufficient space to those subjects to 
allow of precise and detailed description or adequate illustration; a 
manual of operative midwifery would therefore appear to be just as 
useful to the student of that subject as are manuals of operative surgery 
to the student of surgery. There can be no doubt that more precise know- 
ledge of the methods of performing obstetric operations, and of the 
indications for these operations, on the part of the medical practitioner, 
would be of great advantage in increasing the safety of these procedures, 
and probably in reducing the frequency with which some of them are 
performed. 

We can cordially commend Dr. Nagel’s work to English readers as a 
sound and safe guide. The illustrations are very numerous, and par- 
ticularly well adapted to supplement the necessarily tedious verbal 
descriptions of manipulations and operative details in general. The 
series representing delivery in pelvic presentations, and the various stages 
of the operation of version are the best we are acquainted with, and would 
be well adapted for class-demonstrations. An excellent historical descrip- 
tion of the various obstetric operations, and of the most important in- 
struments, such as the forceps, is given by Dr. Nagel with regard to each 
section. It is perhaps needless to add that every page is characterised by 
the thoroughness and accuracy which we should expect from a writer so 
distinguished in his sphere as the author of this work. 
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DELLA IsTERECTOMIA NEL Parro E NEL PuERPERIO (Hysterectomy during 


Parturition and in the Puerperium). By Giuseppe Trotta. Naples, 
1902. 


In this brochure of 150 pages the writer presents an excellent reswmé of 
current opinion upon hysterectomy at parturition and in the puerperium. 
He finds eight varieties of indications for the operation: puerperal in- 
fections, rupture of the uterus, fibroids, cancer of the cervix, pelvic stenosis, 
hemorrhages, stenosis of the soft parts; and in the eighth class he includes 
special conditions such as impending death of the mother, foetal giantism, 
anomalies in uterine structure, etc. Except the labour involved in master- 
ing the literature of the subject the brochure does not embody any original 
work. To each section of the pamphlet is appended a full bibliography, 
which should prove useful to those who wish to make a further study of the 
subject. The pamphlet is valuable, in so far as it reflects current ideas. 








